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PHYSICIANS ON THE DRUG INDUSTRY SIDE OF THE 
PRESCRIPTION BLANK: THEIR DUAL COMMITMENT 
TO MEDICAL SCIENCE AND BUSINESS 


Renée C. Fox, Ph.D. 


At the investigation into the setting of 
drug prices by the ethical pharmaceutical 
firms! conducted by a subcommittee of the 
United States Senate last year, John T. Con- 
nor, president of Merck and Company spoke 
of the “delicate balance” that certain drug 
manufacturers “have been able to develop 
. . . between the quest for scientific knowl- 
edge ... and the drive for financial success. 

. ’2 This statement refers to the rather 
special titrating of professional scientific and 
business considerations that an ethical drug 
house must achieve if it is to meet its dual- 
istic responsibility, on the one hand to serve 
the medical profession and the lay public by 
developing, testing and producing medical 
drugs, and, on the other, to advance its own 
financial interests by making a reasonable 
profit from the sale of drugs. 


PHYSICIANS WHO PLAY A DUAL ROLE 


One of the important groups in an ethical 
drug company who manifest this double com- 
mitment to the normative and practical de- 
mands of both medical science and business, 
and who play a crucial role in helping to 
effect a balance between them, are the phy- 
sicians who comprise the clinical research 
department. In an advertisement devoted to 
the “role of the doctor in the drug industry,” 
these physicians have been described as “the 
doctors on the pharmaceutical side of the pre- 
scription blank,’”? who “‘link” and “bridge 
the gap” between basic science, management, 


1. These companies manufacture medical drugs 
which they sell exclusively to the medical and phar- 
macy professions. Hence the term ethical. 

2. New York Times, December 10, 1959. 


3. Wyeth advertisement in Drug Topics, January 
19, 1959, p. 31. 


Barnard College, Columbia University 


sales and promotion personnel within a drug 
firm and the physicians outside of it who test 
promising new drugs on patients and other 
volunteer subjects and who ultimately pre- 
scribe those drugs which become established. 


You have to wear two or three hats in 
this work.... 


As a physician in industry, I have both a 
medical and commercial viewpoint. . . . That’s 
the way it should be. . . . That’s what we’re 
being paid for... . 


The way I see this job is that what we’re 
doing is trying to improve medicine, help 
our fellow men, and also find new markets— 
ring the cash register for this company... . 


These statements about the blended medi- 
cal scientific and business outlook that their 
work requires were made by three physicians 
in the clinical research department of an 
ethical drug company, where we did some 
observing and interviewing. The firm of 
which these physicians are a part is a rela- 
tively small, scientifically renowned, and fi- 
nancially successful company situated on the 
East Coast. The department in which they 
work is staffed by seven physicians. Last 
year, we requested and were granted the 
right to interview each of these physicians, 
and in this way learned something about the 
complex interplay of medical scientific and 
business factors that characterize the various 
aspects of their many-faceted jobs. The pur- 
pose of this paper is to describe and analyze 
the roles of the physicians in the clinical re- 
search department of this drug firm (which 
we shall call the D. Corporation) from this 
dualistic point of view.** 


38a. I wish to thank F ofessor Bernard Barber (of 
the Department of Sociology, Barnard College, Co- 
lumbia University) for his help in conducting the 
interviews on which this article is based, and for a 
critical reading of this article in its draft form. 








Different Conceptions of the Role 


An examination of the way that this role 
is defined, experienced and played out in one 
prominent drug firm seems to us to have 
several kinds of empirical and theoretical 
value. First, it begins to supply us with some 
reliable information about this interesting 
occupational role, which has never been ob- 
jectively studied and described. Most pre- 
knowledge about what being a “doctor in a 


drug house” means and entails consists, 
largely of two strongly-felt, diametrically-— 


opposed sets of opinions. On the one hand, 
there are the views of this role that resemble 
the Sinclair Lewis, Arrowsmith, conception 
of it. This is an indicting view, which seems 
to be held by many physicians affiliated with 
medical schools or in private practice, who 
regard the role of physicians employed by 
drug houses as “completely commercial”’ : 


In the medical periodicals the Dawson 
Dunziker Company published full-page ad- 
vertisements, most starchy and refined in 
type, announcing that Professor Max Gott- 
lieb . . . had joined their staff.... 

In the village of Wheatsylvania, in North 
Dakota, a young doctor protested to his wife, 
“Of all the people in the world, I wouldn’t 
have believed it! Max Gottlieb. .. .” 

“T don’t care,” said the wife. “If he’s gone 
into business, he had some good reasons for 
hace 


Countering this image of doctors in drug 
houses as essentially “businessmen” is the 
more commendatory, “strictly professional” 
picture of them which the pharmaceutical 
industry has tried to present. Physicians who 
“chose the drug industry,” they say, are as 
fully committed to medical science and medi- 
cal practice and their beneficiaries—patients 
—as their colleagues on the other side of the 
prescription blank: 


Ask Daniel L. Shaw, Jr., M.D., about his 
medical career .. . and he will tell you that 
medicine is a vast domain but the effective 
care of patients is finally the only reason for 
doctors—whatever the area of practice. The 
things that make up Dr. Shaw’s life as a 
physician in the pharmaceutical industry are 
many and they are all bonded to this idea of 
common purpose. ... He takes part in re- 
search planning, relating the needs of medi- 


4. Sinclair Lewis, Arrowsmith (New York: Ran- 
dom House—The Modern Library, 1925), p. 140. 
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cal practice to vigorous basic investigation. 
... Dr. Shaw’s utility to physicians extends 
beyond the introduction of a drug. He is con- 
tinuously available to help bridge the gap 
between basic knowledge and clinical prac- 
tice. As a physician, Dr. Shaw finds full 
compatibility between his work and the Hip- 
pocratic oath. Services like his to other phy- 
sicians and their patients help shape the 
character of medical practice. .. .® 


As already indicated, our own limited in- 
quiry begins to suggest that a more accurate 
empirical description of the role of the physi- 
cian employed in the clinical research depart- 
ment of a drug firm falls somewhere between 
these two polar images, involving both pro- 
fessional and business elements. 


Relevance of the Role for the Sociology 
of Occupations 


As such, this is a role which ought to be 
of some empirical and theoretical relevance 
for the sociology of occupations. Especially 
if a comparable analysis of this role were 
to be carried out in a representative sample 
of drug firms and extended to include other 
roles which are part of the total organiza- 
tion and operation of pharmaceutical com- 
panies, it would offer a rich concrete area 
through which sociologists could sharpen and 
amplify their conceptions of professional and 
business behavior and the dynamic way in 
which these behaviors are entwined in the 
carrying out of a series of roles which in 
varying degrees combine elements of both.® 

Finally, an analysis of this sort also has 
potential practical value for members of the 
drug industry, the medical profession and of 
government agencies currently concerned 
with establishing and maintaining a rightful 
“delicate balance” between professional and 
commercial elements in the business of de- 
veloping and marketing ethical drugs. Such 
an analysis might be an edifying and useful 
method for making an assay of how profes- 


5. Wyeth advertisement, op. cit. 

6. For two rigorous and insightful sociological- 
theoretical attempts to characterize and compare 
professional and business behavior, see Talcott Par- 
sons, “The Professions and Social Structure,” in his 
Essays in Sociological Theory, rev. ed. (Glencoe, 
Illinois: The Free Press, 1954)), pp. 34-49, and Ber- 
nard Barber, “Is American Business Becoming Pro- 
fessionalized?” (unpublished paper). 
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sion-oriented and how business-oriented each 
of the aspects and departments of a drug 
company are. 


COMPETENCE OF THE PHYSICIANS IN 
PHARMACEUTICAL RESEARCH 


If we begin by examining the amount and 
kind of technical competence characteristic 
of the physicians in the clinical research 
department of the D. Corporation — their 
training, knowledge and skill—we are im- 
mediately confronted with an interesting 
confluence of professional and business ele- 
ments. Six of these seven physicians were 
non-specialized internists with a general 
medical background before they entered the 
drug industry. Three of them came to work 
for the drug firm by which they are current- 
ly employed after completing interneships in 
medicine; three practiced general medicine 
for a number of years before affiliating 
themselves with the D. Corporation. The 
seventh physician, who is the director of the 
clinical research department, had a some- 
what more specialized background; he was 
an endocrinologist with some training and 
experience in experimental endocrinology, 
and was hired by the D. Corporation partly 
for this reason.’ 


In some ways, [our job here] is like gen- 
eral practice or internal medicine, [one phy- 
sician explained]. You can’t have fifty phy- 
sicians in a department like this one, each 
with his own permanent, very special spe- 
cialty: one rheumatologist, one psychiatrist, 
and so on. What you have instead is fewer 
men, well-grounded in general medicine .. . 
and multiple coverage. .. . You get into a 
specialty for a while, but usually not for too 
long in this work. For example, you may 
spend one year on anesthesia and become 
well-grounded in that, even though you knew 
very little about it before. ... Or you might 
get psychiatrically-inclined for a while. . 
Insofar as we get specialized, we tend to 
become specialized in particular drugs. And 
we get to know a good deal about the field 
or fields relevant to those drugs. ... A physi- 
cian here will become a part-time specialist 


7. Readers may also be interested to know that 
five of these seven physicians graduated from good 
American medical schools, and two from foreign 
medical schools. Two of the American graduates 
had some training and experience in the Armed 
Services. 


in those fields. He will come to know about 
the laboratory side of a particular drug or 
a group of drugs . . . the clinical side, its 
difficulties as well as its positive aspects, 
and even a certain amount about its trade 
side. ... Eventually, he may move on to an- 
other drug and other fields... . 


Like their professional colleagues in gen- 
eral practice, then, these physician members 
of the D. Corporation’s clinical research de- 
partment have wide-ranging general medical 
knowledge. Like some of their more special- 
ized medical colleagues outside the drug 
industry (particularly clinical pharmacolo- 
gists and certain clinical investigators), the 
greater part of their work is focalized on a 
more delimited area—the development and 
testing of drugs. Both in this specialized 
domain and in general medicine there are 
certain respects in which the professional 
knowledge of these physicians at least seems 
to equal that of extra-drug industry col- 
leagues, and at times, may even surpass it. 


In this job we do a lot of travelling, and 
go to a lot of medical meetings. . . . Not for 
an explicit purpose, necessarily. . . . We go 
to keep informed, even in fields where we 
don’t have a product. . . . We have contact 
with physicians both in practice and research. 
... We deal continuously with topnotch medi- 
cal experts . . . men who represent the best 
medical brains in the country. ...Wedoa 
lot of medical reading and keep contact with 
new developments that way. ... The firm 
supplies us with almost any medical journals 
or reading materials we want in the various 
specialties, and broadly as well... . In some 
ways I consider myself to be a better physi- 
cian today than I was in practice, because of 
these opportunities I now have to be up to 
date. ... I have time to read, to go to the 
library, to go through the journals and an- 
nouncements which appear on my desk with- 
out fear of keeping a patient waiting. .. . 
We’re encouraged to take graduate work and 
courses. ... We can get anywhere from three 
to thirty days off for relevant graduate train- 
ing. ... So, a job like this is a good chance 
for those who like to keep well-informed. . . . 
For example, take Dr. R. in this department. 
.. . He’s the fellow who’s been concentrating 
on psychiatric drugs. . .. He moves in top 
psychiatric circles where he’s received, re- 


spected, liked. . . . Except for the very top 
men, he’s better informed than any other 
men in that field. . .. He knows the literature 


better and the theory better. . . . He’s a fel- 
low who really knows what he’s talking 
about... . 
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Although in some respects the training 
and knowledge of these physicians is com- 
parable to that of professional colleagues in 
research and practice, the fact that they are 
physicians “‘on the drug industry side of the 
prescription blank” also restricts their medi- 
cal scientific competence in certain ways. 
They seem to find “intellectual stimulation” 
and enrichment and a “sense of accomplish- 
ment” through their many contacts with 
medical investigators and physicians in the 
drug industry and outside of it. But they 
also describe some aspects of their relation- 
ship to medical research and practice as vi- 
carious and “armchair” in nature. The re- 
sult, these physicians of the D. Corporation 
testify, is that there are important ways in 
which their knowledge and skill is more pas- 
sive and derivative than that of many of the 
investigators and practitioners with whom 
they make contact and with whom they com- 
pare themselves: 


The fact that I’m keeping up with experi- 
ments in a number of fields makes me feel 
I’m accomplishing a great deal... . Right 
now, for instance, I’m watching the work 
that four investigators are doing very closely. 
They report to me in such detail that I some- 
times feel I’m doing the research... . 


In general, the men we deal with are 
experts in a particular field. We do not 
presume to be experts in a particular field. 
We do not presume to be experts in their 
field. We depend on their answers. ... I 
tell them about the aspects of the drug we're 
interested in, but they’re also free to go 
ahead and study other aspects of it if they 
want. ... I have the benefit of knowing the 
chemical structure of the drug and its phar- 
macology and I divulge this to them. I [also] 
help them with the experimental design. 
But they do all the clinical observations. .. . 
My personal feeling is that they should be 
treated as the experts. ... They are “The 
Professor.” I come to them seeking their 
assistance and guidance in determining the 
properties of this chemical substance... . 


In a way, we’re practicing armchair medi- 
cine. We have a considerable distance from 
patients, although we’re in considerable 
touch with those who assume responsibility 
for patients. ... What I don’t have that the 
practitioner does is physical diagnosis. .. . 
Listening to hearts and lungs, looking at 
x-rays, examining patients. .. . If I left the 
D. Corporation tomorrow to go into practice, 
I would want to go back to the hospital for 


a while to sharpen up my powers of obser- 
vation in physical diagnosis. . . . I could still 
take a good history, and give one, and order 
and carry out the various lab procedures 
involved. I could make the diagnosis, given 
the basic data. ... But when it comes to ex- 
amining patients—the things you hear, see 
and feel—that quickly acquires a dull edge 
when you don’t use it.... 


The most highly developed, actively exer- 
cised competence of these physicians in the 
clinical research department of the D. Cor- 
poration, it has already been stated, is that 
they become “specialists in particular drugs.” 
But here, too, the fact that they work within 
and for a business organization delimits and 
controls the concrete nature and extent of 
specialized knowledge about drugs that they 
acquire. 


The drugs that [we] specialize in are the 
major drugs of the Company ... and a 
drug company tends to concentrate where the 
financial volume lies . . . where there’s a 
big medical market. . . . What keeps them 
going, after all, is money... . 


I have learned since I’ve been here how 
important it is for a company like this to 
put its efforts in on something that pays. ... 
For instance, if I got interested in [a drug] 
for some weird, exotic disease, which only 
one or two persons ever come down with, the 
Company would frown on my spending too 
much time on it... . That’s illustrated time 
and again at the meetings we go to where 
the sentiment is often expressed that it’s 
better to work on research in areas of major 
medical importance rather than in those that 
are of less importance and, therefore, low on 


- the totem pole as far as financial returns are 


concerned. ... 


Thus, as these members of the clinical re- 
search department indicate, the range of 
drugs in which it is possible for a physician 
to become professionally interested is partly 
determined by the profit-making business 
interests of the D. Corporation, as well as 
by the basic research and clinical leads 
developed. Management-executed decisions 
which to a significant degree are based on 
financial and commercial factors significant- 
ly influence which drugs physicians are as- 
signed or encouraged to work upon, and how 
much energy and time they devote to them. 
I try to be sure that the various men in 


the department are placed in such a way 
that we cover everything of importance to 
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the D. Corporation, and devote the necessary 
and proper amount of effort to various fields 
[explains the clinical director]. 


The first drug I worked on was the de- 
velopment of A----, [says a physician in the 
department]. That was such a big project 
that just about everyone in the department 
worked on that. ... After that, I was on a 
number of projects, some of which were 
short-lived, and others which went on so that 
the drug was actually introduced eventually. 


... As I’m sure you know, many drugs fall 
by the wayside. The ones that are produced 
take more of our time, of course. . . . Once 
usefulness and safety have been delineated, 
decisions about the production and marketing 
of a drug are... largely business decisions 
made by those especially qualified to do 
so... . But part of our job, working in a 
business organization, which is a profit-mak- 
ing concern ... is to maintain awareness of 
commercial potentialities. ... 


Right now the Front Office is all excited 
about the X diseases. Well, some of us haven’t 
heard or thought about such conditions since 
medical school. But you have to be able to 
adjust to this new interest without too much 
effort. . . . You can’t always have your 
way. ... You may be a very good physician, 
but if management says no, you can’t do that 
research, they have their good reasons for 
that—usually financial... .° 


The central focus of the work of these 
physicians who are specialists in the drugs 
produced by the D. Corporation is their 
responsibility for arranging to have physi- 
cians in medical schools and medical practice 
conduct the first clinical trials on patients 
of promising new drugs developed and ani- 
mal-tested by basic scientists in the labora- 
tories of the Company: 


My major responsibility involves taking 
new drugs which have been developed pri- 
marily in our own laboratories and deciding 
on the basis of animal experimentation as 
to the effects of those drugs, and on the basis 
of the toxicology you have on the drug, and 
on the basis of the compounds to which this 
drug belongs, to which group of investiga- 


8. The attitudes of the physicians we interviewed 
concerning the extent to which business considera- 
tions determine the drugs on which they work 
varied. Active enjoyment of moving from work on 
one drug to another, acceptance of the necessity of 
having financial factors play a large shaping role 
in this respect, and feelings of strain, conflict, and 
indignation in these same regards were all ex- 
pressed. 


tors, and to which particular investigator, 
to give the drug to test.... 


CRITERIA FOR SELECTING INVESTIGATORS 


The criteria that guide their selection of 
clinical investigators, the members of the 
clinical research department agree, are not 
only “scientific,” but also “commercial.” The 
two sets of factors are so interrelated, they 
say, that “you can’t easily separate them.” 
But, insofar as a distinction between these 
two sorts of consideration can be made, the 
clinical research department of the D. Cor- 
poration often seems to give priority to scien- 
tific criteria in choosing investigators. How- 
ever, their reasons for doing so appear to be 
as much business-oriented as professional- 
scientific. For the members of the clinical 
research department and top management of 
the D. Corporation recognize that in certain 
important respects “putting scientific consid- 
erations first,” in choosing physicians to test 
the new drugs they have developed is essen- 
tial to the commercial status of the firm: 


When you have a new product to evaluate, 
you have to consider your approach both 
from a scientific point of view, and from the 
point of view of the Company... . Your pri- 
mary consideration in picking people to test 
the drug is scientific. It has to be. The sec- 
ondary considerations may very well be com- 
mercial-political. ... But we’re being paid to 
... be physicians first. ... Take the President 
of this firm. The greatest fear he has is not 
that we can’t beat [our competitors], but 
that something might happen with one of 
our drugs after it gets on the market....A 
catastrophe like the death of a patient... . 
That could set the Company back ... in 
prestige ten or twenty years.... 


Thus, for these interdependent scientific 
and business reasons, “the first outside 
physicians” that the clinical research de- 
partment “tries to choose for testing new 
compounds on patients... are those who are 
professionally top-notch .. . the best-quali- 
fied in their field.”” For example, one physi- 
cian explains: 

When I had [the first] tablets of D--- to 
test, . . . I busied myself looking for the 
proper individuals to test it. ... I went to 
the library and researched the literature for 
men who are prominent in [this] field—who 
had written the most in this area. Then, I 
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went into their backgrounds: where they had 
received their training, the amount of resi- 
dency they’d had, what societies they be- 


longed to... and so on.... In that way, 
I gleaned the individuals I wanted for work- 
ing with this product. ... My criteria were 


mainly scientific... . 


Asking physicians of the highest profes- 
sional status in their field to assay new drugs 
provides some assurance that the tests they 
conduct will be done in a scientifically rig- 
orous, reliable and responsible way: 


.. . The fact that they have some back- 
ground in the relevant field means that 
they’re likely to be better founded to do the 


evaluative work. ... They can compare the 
new compound ... with older compounds 
that they’ve tested and used. . . . They’re 


likely to have good facilities: the proper kind 
of laboratory, technicians, and patients to 
try [the drug] on... [so they] can do it 
properly. .. . Another reason for choosing 
a topnotch person in the field to do the test- 
ing is that it takes part of the responsibility 
of the research off your shoulders. If you 
get a good man, then, for him, it becomes a 
question of the implications the work will 
have for his name in the field... . 


These attributes of high-ranking physi- 
cian-investigators make it more certain that 
the evaluation of the positive and negative 
properties of a new drug that they are asked 
to test—its therapeutic powers, limitations, 
side-effects and dangers—will be thoroughly 
and accurately evaluated. In the words of one 
of the members of the clinical research de- 
partment, “having the best possible men, 
doing the most good research” means you are 
more likely to “‘get the right answers about 
the drug. . . . And in this business, the first 
thing is to be right,” he adds. 


You can’t afford to be wrong. It could be 
dangerous [for patients]... . And it’s very 
expensive. ... It involves the loss of prestige. 
... And it costs a lot of money to put a drug 
on the market and then have to withdraw 
eel es 


In short, “choosing the cream of the pro- 
fession’”’ to test new drugs on patients is 
coincident with a high level of technical and 
moral competence in appraising these drugs, 
which in turn, has commercial value for the 
D. Corporation. 

Another reason for which the members of 
the clinical research department ideally wish 


to have physicians of relevant, professionally 
recognized excellence test drugs for the D. 
Corporation is a more directly business- 
oriented one. Physicians of such high-level 
competence are also likely to be “well-known 
... and important” in the eyes of their med- 
ical colleagues. Therefore, the fact that they 
assay new drugs for the D. Corporation may 
positively influence numerous other physi- 
cians who respect their knowledge, skill and 
judgment to prescribe the drugs marketed 
by the Corporation.® 

The clinical research department recog- 
nizes that a comparatively small number of 
physicians have achieved such extraordinary 
status and prominence that they are known 
and highly respected throughout the entire 
medical profession. The reputation and in- 
fluence of most physicians is usually more 
localized. And so, in choosing physicians for 
testing new drugs, the department tries to 
obtain men of competence, prestige and in- 


9. A study conducted by the Bureau of Applied 
Social Research of Columbia University, supported 
by a grant from Charles Pfizer & Co., Inc., provides 
evidence of the important role that the “personal 
influence” of colleagues plays in the decisions to 
adopt new drugs by doctors in practice. The physi- 
cians who were interviewed and whose prescription 
records were studied comprised 85 per cent of the 
general practitioners, internists, and pediatricians 
in four Midwestern cities ranging in population 
from 30,000 to 110,000. The findings of this study 
thus far published indicate that particularly during 
the first few months after a new drug becomes 
available, physicians in practice are very much 
influenced by the attitudes which their closest 
colleagues have toward the drug and using it. In 
each clique of physicians identified within the com- 
munities studied, there seemed to be a few highly 
respected physicians whose adoption of a new drug 
triggered off the almost simultaneous use of that 
drug by practically every other physician in that 
particular group. In turn, those “opinion-leaders” 
seem to have been influenced by colleagues of 
higher status, both through reading their published 
articles, and having face-to-face contact with them 
at medical meetings, etc. See Herbert Menzel and 
Elihu Katz, “Social Relations and Innovation in the 
Medical Profession: The Epidemiology of a New 
Drug” (Publication No. A 190 of the Bureau of 
Applied Social Research of Columbia University), 
Public Opinion Quarterly, 19 (1955-56), 337-352; 
and James Coleman, Elihu Katz, and Herbert Men- 
zel, “The Diffusion of an Innovation Among Physi- 
cians,” (Publication No. 239 of the Bureau of 
Applied Social Research of Columbia University), 
Sociometry, 20 (1957), 253-270. 
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fluence from every part of the country. Since 
the D. Corporation markets its drugs outside 
the United States as well, the clinical re- 
search department also chooses a certain 
number of European and Latin American 
physicians to test drugs :!° 


Now, particularly in Europe, advertising. 


and promotion are finding increasing diffi- 
culty in trying to convince physicians with 
American-written papers [the head of the 
International Division of the clinical research 
department explains]. Physicians abroad 
want to do some of this work themselves and 
see for themselves. So, now it’s not only a 
good thing to have physicians in other coun- 
tries do investigation. It’s a necessity... . 
Another thing, . . . abroad, even more than 
here, if the Head Man in a university or hos- 
pital publishes a paper, his trainees and 
assistants follow him... . 


Although generally the physicians of the 
clinical research department try to get “lead- 
ing people” to test potentially important new 
drugs for them, as one of these physicians 
put it, “there are also reasons for not choos- 
ing the topmost men to do this investigative 
work.” These reasons are largely expedient 
and commercial. If the drug is not a “major” 
one with especially important or interesting 
properties, testing it “might not be the sort 
of thing a [top man] might want to under- 
take. ... Too minor a project for him.” What 
is more, he continues, a physician of top pro- 
fessional status “may want five times as 
much money for such a project and ten times 
as much time,” as a less prominent man. ° 

As the foregoing indicates, in the highly 
competitive race between rival drug firms to 
be “first” in marketing a new drug, “cost” 
is computed in time as well as dollars and 
cents. In the words of one of the physicians 
of the D. Corporation, “The first thing is to 
be right, but the second is to be as early as 
possible.” This factor sometimes operates as 
a deterrent against choosing “topmost men” 
to test drugs. For, as a member of the clinical 
research department explains: 


Those who belong to the cream of the 


10. One of the physician-members of the clinical 
research department is head of its so-called Inter- 
national Division and specializes in arranging to 
have new drugs of the D. Corporation tested by 
physicians in various European and South American 
countries. 


profession are likely to be slow. They’re 
usually good if they’ve gotten to the top and 
trustworthy. ... The fact that they have some 
background in this field means that they’re 
well enough founded so that it may take them 
a shorter time to do the evaluative work. ... 
But they’re so much in demand that it may 
take them longer. ... Younger men with less 
of a reputation are less in demand. They’re 
also more eager to please and impress you 
[and so] may try to do [the testing] in the 
shortest possible period of time... . 


One other quality mentioned by the mem- 
bers of the clinical research department as 
an important attribute that they try to take 
into account in choosing a physician to test 
the new drugs of the D. Corporation is his 
capacity for “decisiveness” and relative cer- 
tainty. His status and reputation in the med- 
ical profession notwithstanding, if a physi- 
cian is unable to arrive at relatively defin- 
itive judgments about the drug he has agreed 
to test for the D. Corporation within what 
they regard as a reasonable period of time, 
he fails to meet some of their most crucial 
business-competitive needs: 


The sort of person I would reject for the 
studies I need is someone who would react 
to having a woman who was half-white and 
half-black come into his office in the follow- 
ing sort of way, [a member of the depart- 
ment explains]. The report he would write 
about such an incident would read: “One day 
I was sitting in my office in a chair with a 
colleague. ... That is, I think it was a chair, 
and I think it was a colleague. . . . There 
appeared to be coming through the door a 
woman who seemed to be half-black and half- 
white. . . .” That’s the way he’d write his 
report instead of saying: ‘“‘J---s! I was sitting 
in my office when a woman who was half- 
black and half-white appeared in the door- 
way!” That sort of fellow is useless to me so 
far as forming opinions is concerned. He’s 
the sort who might say: “Gee, these are won- 
derful results on the basis of these first 
thirty cases. In fact, it’s the finest drug of 
this sort on the market I’ve worked with. But 
I have to study it for so many months or 
years before I give you a final opinion.” 
That’s no good for me. . . . Whether the in- 
formation they give me is positive or nega- 
tive [isn’t so important]. . . . In fact, nega- 
tive information is one of the best kinds we 
get. ... [But] what I come to these physi- 
cians for is guidance, and I get none from 
these fellows who can’t ever reach a deci- 
siet: . . . 


In this respect, it may be said, that tne 
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criterion the members of the clinical re- 
search department are using to select physi- 
cians to assay their company’s drugs is a 
business-oriented one. The quicker a judg- 
ment is reached about the properties of a 
drug, the quicker it can be marketed if the 
evaluation is positive; and if the findings 
are negative, then further expenditure of 
time and energy on developing that drug 
can more rapidly be suspended or redirected. 
In either case, the cost to the D. Corporation 
is minimized, and in the instance of a drug 
that is shown to have positive potentialities, 
the expertly done evaluation which is car- 
ried out speedily and reported decisively 
gives the Company a potential advantage 
over its competitors. As a consequence, it 
may subsequently be able to put this new 
drug on the market before they do. 

From one point of view, in emphasizing 
the attributes of speed and decisiveness in 
the investigators they choose, the physicians 
of the clinical department are using criteria 
which conflict with some of the values and 
standards of scientific excellence held by 
certain sectors of the medical profession. 
For, particularly during the first two years 
of their medical school education when 
physicians-to-be are taught primarily by 
basic medical scientists, they undergo what 
might be termed a process of “training for 
uncertainty.”" Through a variety of experi- 
ences in classrooms, laboratories, hospital 
clinics and wards, physicians-in-training 
gradually become more aware of the fact 
that medicine is less than an exact science; 
that there are crucial gaps in what is medi- 
cally known; and that what is currently 
regarded as well-founded knowledge may 
eventually be modified or disproven by fu- 
ture scientific work and developments. Physi- 
cians learn that especially when they are 
engaged in experimental or investigative ac. 
tivities of any kind, where they deliberative- 
ly work on the fringes of what is currently 


11. For an attempt to identify and analyze the 
cognitive and attitude-learning that “training for 
uncertainty” at least in one medical school seems 
to entail see, Renée C. Fox, “Training for Uncer- 
tainty,” in The Student-Physician, edited by Robert 
K. Merton, George G. Reader, M.D., and Patricia 
L. Kendall (Cambridge: Harvard University Press, 
1958), pp. 207-241. 


accepted as established medical understand- 
ing or fact, they should recognize and ac- 
knowledge the uncertainty elements in their 
ideas, methods and findings by taking what 
one medical student of our acquaintance has 
termed a “philosophy of doubting” approach 
toward their work. One of the forms in 
which this scientifically advocated “‘philoso- 
phy of doubting” approach typically express- 
es itself is in the kind of speculative, tenta- 
tive, “I think it was a half-black, half-white 
woman, but then again, it might not be,” 
way of thought that the physicians of the 
D. Corporation’s clinical research depart- 
ment try to minimize in selecting physicians 
to test drugs. 


ORIENTATIONS COMPARED WITH VIEWS OF 
PRACTICING PHYSICIANS 


Although in this respect they are more 
business- than profession-oriented, there is 
a sense in which the positive emphasis that 
the physicians of the D. Corporation place 
upon decisiveness and dispatch resembles 
the outlook of many physicians in practice. 
For, whereas something like a systematic 
doubting approach is essential to the medi- 
cal researcher, the practicing physician, who 
is primarily responsible for the care of pa- 
tients, is expected to be able to arrive at a 
likely diagnosis of his patients’ problems as 
rapidly as is consonant with a good physical 
and laboratory examination, and to suffi- 
ciently commit himself to the emergent diag- 
nosis so as to take the kind of therapeutic 
action which seems to be indicated. Like their 
colleagues on the drug-house side of the pre- 
scription blank, practicing physicians are 
likely to stress and admire the ability to 
make rapid, decisive medical judgments. 

Nevertheless, there is an important dif- 
ference between the physicians of the D. 
Corporation and their colleagues in practice 
in this regard. Physicians in practice are 
primarily oriented to the physical and emo- 
tional welfare of their patients in the posi- 
tive evaluation they place on decisiveness 
and alacrity, whereas the physicians of the 
D. Corporation are primarily oriented to 
the economic well-being of their Company 
when they do so. Here again, then, we find 
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an intricate blending of professional and bus- 
iness elements in the orientation and be- 
havior of the physicians of the D. Corpora- 
tion — a blend which differentiates them 
from their colleagues on the more “strictly 
professional” side of the prescription blank, 
but which still enables them to communicate 
more effectively with fellow-physicians on 
behalf of their Company than ““‘pure busi- 
nessmen” might. 


MAINTENANCE OF RELATIONSHIPS WITH 
PHYSICIANS OUTSIDE INDUSTRY 


This is perhaps best demonstrated in the 
kind of face-to-face relations that the mem- 
bers of the clinical research department es- 
tablish and maintain with physicians out- 
side the drug industry. As they themselves 
testify, making and keeping “personal con- 
tacts” with physicians in the academic world 
and in practice is the “most important part 
of [our] job.” Through such contacts, the 
physicians of the D. Corporation build up 
a repository of physicians of technical com- 
petence and moral integrity who are willing 
to test drugs for them, to help them find 
other colleagues who may also be willing 
to do so, and who may be more inclined to 
prescribe the drugs of the D. Corporation 
and recommend them to other physicians be- 
cause of the respect and confidence with 
which they regard the physicians of the D. 
Corporation with whom they have personal- 
professional contact: 


Well... the way we make contacts is... 
first, there are the people you knew in medi- 
cal school and those you knew in hospitals 
where you’ve worked. Then, people you know 
suggest others. Also, you study the journals 
and notice who’s been writing what and why. 
That way you come to see who’s an expert on 
pimples of the left ear and who specializes 
in pimples of the right ear. You may call or 
write such people. .. . Then, you’ve usually 
got established contacts in your own field 
of activity. Other areas you may not know 
so well, but in those, you talk to others about 
persons they know doing good work. For 
example, some of the men doing basic lab- 
oratory work on some of these drugs will 
know which physicians have been working 
in relevant areas. F. has a big headache 
Cumie BE ....<....:.. Hospital, for instance, they 
may tell you. . . . Also, you can get the li- 


brary to review all the papers on headaches 
written over the past ten years. That way 
you may find someone out in Oshkosh who’s 
written ten papers on headaches. . . . Some- 
times it’s purely a matter of publicity, but 
sometimes he turns out to be really good.... 
But for the testing of a new drug, you need 
aman you yourself really know, or one who 
people you know very well, know and trust. 
. .. The way most of our work gets done, 
actually, is because you are on excellent per- 
sonal relations with such people. They know 
you, like you, trust you... . 


... In this capacity, I began to go to the 
meetings of the two allergy societies. And 
being a serious type of fellow, rather than 
just a_ hail-fellow-well-met type, who con- 
centrates on the banquets and the cocktail 
parties, I singled out the more serious fel- 
lows, began to develop them, pick their 
brains, and so forth. ... All of these men 
are very important people, not simply in al- 
lergies in particular, but in internal medi- 
cine in general. . . . Gradually, over time, 
some of them have come to be included in 
my list of personal as well as business and 
professional friends. So, even if I have a 
different drug to test, one other than an anti- 
histamine, say, what I can do is go to one 
of these people and say, “John, I have an 
X-type compound. Who do you know who 
will do a good job for me?” John will get 
in touch with “Joe Blow,’”’ who knocks it 
off, not for me, but for John, who asked him 
to do it. . . . Of course, the first possible 
chance I get after that, I’ll go out to the 
school where Joe Blow works and get to 
know him myself... . 


Some time back I gave a paper at some 
meetings held at the University of _........... 
I was part of a panel, and I lived with the 
other persons on that panel for two days. 
I was proud of that occasion because I was 
the only “commercial bastard” there. These 
were meetings held at a University, not by 
a Society, so they were strictly academic. 
Bob 8S... . was there... . I guess there was a 
great deal of similarity in personality be- 
tween us. And we struck up a friendship at 
those meetings that persists to this day... . 
So, now, if I want anything tested there, I 
simply get in touch with Bob 8S... . Today, 
I’m a Fellow in both allergy societies. ... 
I have no intention ... of bragging. ... But 
I have the respect and confidence of all the 
people in the allergy business. They know 
that if I say something about a compound 
being good, it is. Otherwise, I won’t say it. 
I don’t have blind loyalty either to the Com- 
pany or to a compound. You have to first 
be the doctor, not only inside here, but out- 








12 JOURNAL OF HEALTH AND HUMAN BEHAVIOR 


side as well. The minute you start deviating 
from the professional line, that discredits 
you. You also have to protect the integrity 
of the outside investigator. For instance, I 
may be asked by the Sales Department to 
try to get certain physicians on the outside 
to participate in certain panels. Well, I’ve 
declined some panels for them because ! 
didn’t feel it was right for them to be asso- 
ciated with business in this particular way. 
Some of the [other] people in the profes- 
sion... are likely to get the wrong impres- 
sion that these men are favoring the D. Cor- 
poration, if they appear on such a panel... . 
On the other hand, if we’re holding a meet- 
ing of another type, like one coming up 
shortly for instance, that’s different. That’s 
a meeting on the highest scientific and medi- 
cal level held at an academy of science. Fur- 
thermore, I know they can get up at such 
a meeting and say what they damn please, 
irrespective of the D. Corporation... . 

As these descriptions indicate, the mem- 
bers of the clinical department of the D. 
Corporation try to establish relationships 
with especially competent and highly re- 
garded physicians outside the drug industry 
which are primarily professional] and col- 
league-ial in nature. The kind of drug in- 
dustry-employed physician who is most like- 
ly to achieve this sort of intimate profes- 
sional relationship with physicians of status 
in the university and practice, the members 
of the clinical research department of the 
D. Corporation observe, is one who is him- 
self recognized as highly competent and 
knowledgeable in the medical domain in 
which he works; whose commitment to pro- 
fessional standards of excellence and mor- 
ality is strong enough so that his “medical 
viewpoint” predominates over his “commer- 
cial viewpoint” when any important conflict 
between them exists; and whose social be- 
havior with fellow-physicians is personable 
but professionally dignified. Dr. R. of the 
D. Corporation, for example, is described by 
a colleague of his in the clinical research 
department as close-to-ideal in all these re- 
spects : 

Dr. R. . . . moves in top [medical] circles, 
where he’s received, respected and liked.... 
That’s because he displays a complete lack 
of commercial taint. . . . That’s a cardinal 
principle. .. . He’s better informed than most 
of the other men in the field [in which he 
works]. . . . He’s Phi Beta Kappa, Alpha 
Omega Alpha: the highest you can get in 


scholastic achievement. . . . What comes out 
of his mouth is just right. ... He’s a friendly 
fellow. When he needs to be, he’s hail-fellow- 
well-met. .. . Yet he’s reserved, too....A 
nice balance, in other words... . 


As some of the foregoing instances sug- 
gest, the reasons for which the physicians 
of the D. Corporation try to personify Dr. 
R.—like qualities in their relations with 
colleagues outside the drug industry once 
again represent an admixture of business- 
and profession-oriented elements. On the 
one hand, they know that by taking this 
“doctor-to-doctor” approach, they will be 
more likely to succeed in getting physicians 
of excellent scientific and ethical calibre to 
agree to test drugs for them on conditions 
that are financially advantageous for the D. 
Corporation : 


It’s understood all the time that it’s doc- 
tor-to-doctor. ... I’m sure that without that, 
there wouldn’t be rapport. The contact 
wouldn’t even be made... . Of course, grants 
get in the act, too. But if they were the 
primary approach you used, the D. Corpo- 
ration’s money would run out pretty quick- 
ly... . So, what we try to do is make per- 
sonal contacts with physicians based on mu- 
tual admiration, respect and liking. ... 


Business-pertinent considerations also in- 
fluence the efforts that the members of the 
clinical research department make to pro- 
tect the professional integrity and status of 
the physicians who test drugs for them. For, 
if such physicians (advertently or inadvert- 
ently) should become too closely or exten- 
sively involved in the commercial activities 
and interests of the D. Corporation, there 
is the danger that their scientific judgments 
of the drugs they assay for the Company 
may be biased by this fact, or, at least, that 
their colleagues, who are prospective pre- 
scribers of these drugs, may suspect that 
the opinions they render are “commercially 
contaminated.” This, of course, would be in- 
jurious to the evaluation and sales of the 
D. Corporation’s drugs. Thus, in these re- 
spects the members of the clinical research 
department deliberatively try to relate to 
respected physicians outside the drug indus- 
try with the camaraderie, morality and pro- 
tectiveness of fellow-professionals, as one of 
them puts it, in order to “serve the interests 
of the Company.” 











But at the same time, in the same way, 
the physicians of the D. Corporation also 
try to “serve [their own] professional in- 
terests and [those of] medical science.” For 
doctor-to-doctor relations, they say, enable 
them to maintain their own “professional 
integrity and objectivity ;” achieve some sta- 
tus and recognition in the eyes of physicians 
in universities and in practice; learn from 
these physicians with whom they have con- 
tacts; and partly by virtue of these things, 
more effectively play a “catalytic” role in 
insuring the fact that the appraisal of drugs 
of the D. Corporation which is forthcoming 
from their clinical testing will be as scien- 
tifically reliable and valid as possible. 


INTERPRETING DATA OF THE CLINICAL 
INVESTIGATORS 


This is directly connected with another 
aspect of the role that the members of 
the clinical research department play in the 
evaluation of new drugs: “the interpretation 
of the data of the clinical investigators” : 


... All the technical reports from these 
physicians who test compounds for us must 
be collected, summarized and interpreted. ... 
Our special area of competence has to do 
with the clinical properties of these new 
drugs, their effects, limitations, side-effects, 
dosage... . 


Interpreting these reports primarily calls 
for the exercise of critical and creative medi- 
cal scientific judgment on the part of the 
physicians of the D. Corporation: 


. . . Suppose I send a drug out to forty 
physicians . .. and suppose I get back eight 
reports which say, in effect, “This is an 
excellent drug. Why isn’t it on the market?” 
Suppose 14 reports indicate: “This drug is 
good, but it works like a lot of others do 
in asthma. It’s no better than those.” And 
suppose 12 reports come in saying, “Don’t 
market this drug.” . . . I look these reports 
over and evaluate them. ... Then I may say 
to [management], “Here’s a drug that makes 
sense and is safe to take. It’s as good as A, 
B, and C, but no better than them... .” Or, 
in another case, I may say that, “Based on 
A, B, C, D and E, I don’t think this drug is 
safe to market.” 


This part of the written and oral evalu- 
ations that the members of the clinical re- 
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search departments transmit to management 
is based on “strictly professional” criteria. 
However, there are at least two respects in 
which these findings and opinions that they 
communicate are business- rather than pro- 
fession-oriented. First, the form in which 
they present this data to management rep- 
resents a “translation of the findings of the 
physicians who tested the drugs . . . into 
lay terms that are intelligible to non-physi- 
cians.” Secondly, although (as a member of 
the department explains) he and his col- 
leagues “try to limit [their] authoritative 
reports to the medical scientific field in 
which [they] are most competent, rather 
than move over into the business field... 
still, part of [their] job, working as [they] 
do in a business organization which is a 
profit-making concern, is to maintain proper 
awareness of commercial potentialities.” 
Thus, when the members of the department 
write a report for management, they make 
some comments about “how the drug might 
be exploited commercially”: 


. . . For example, what needs this drug 
might fulfill for the physician and the pa- 
tient. Is the drug salable? Is the physician 
likely to prescribe it? How and why? How 
might we get the physician to prescribe it? 
To answer such questions, among other 
things, requires some knowledge of com- 
petitive products produced by other firms.... 


Thus, to some extent, the physicians of 
the clinical research department are called 
upon to give knowledgeable business-relevant 
opinions and advice about the drugs for 
which they organized and supervised the 
clinical testing involved. However, provid- 
ing that the drug on which they have re- 
ported is deemed medically “safe,” they 
usually exercise no more than indirect influ- 
ence over the decisions ultimately made by 
management as to whether to market the 
drug, and how to do so. Apparently, unless 
they regard a drug as “too dangerous or 
risky,” the physicians of the clinical research 
department do not feel motivated or com- 
petent to “participate in Marketing and 
Sales in this way’: 


. . . | wouldn’t try to keep any drug off 
the market if it’s safe and saleable. That’s 
not part of my job as a doctor. If the Sales 
Department thinks they can sell a drug, 
that’s good, but no better than others al- 











14 JOURNAL OF HEALTH AND HUMAN BEHAVIOR 


ready on the market, that’s their business, 
and it’s O.K. with me. . . . Those kinds of 
decisions are made where they belong. ... 
by experts in those fields trained to make 
them. ... 


RELATIONSHIPS WITH SALES DEPARTMENT 


As the foregoing suggests, although the 
members of the clinical research department 
do not make executive decisions in the realm 
of marketing, sales and advertising, they are 
called upon to advise these departments con- 
cerned with the business promotion of drugs. 
Their chief function in this regard is to give 
the sales and advertising departments a 
more accurate and subtle conception of the 
way that physicians on the other side of the 
prescription blank are likely to react to their 
planned strategem for promoting drugs. In 
effect, then, the members of the clinical re- 
search department draw upon their knowl- 
edge as physicians of the attitudes, values 
and behavior of the medical profession in 
order to help guide these persons in the D. 
Corporation with the explicitly business 
functions of directing the advertising and 
sales of drugs. 

The clinical research department is re- 
sponsible for another activity connected with 
the promotion and sale of the drugs of the 
D. Corporation. They give a five-week lec- 
ture course to the Company’s “detailmen.’’!” 
The course that the clinical research depart- 
ment gives these detailmen is a blend of 
medical scientific information about the D. 
Corporation’s drugs and knowledge about 
the way that physicians think, feel and act, 
which will better equip them to communicate 
effectively with the physicians whom they 
approach. The course is “hard enough,” medi- 
cally, says one member of the department, 
so that “a junior medical student might have 
a hard time passing the exam,” that the de- 
tailmen have to take at the end of it. “What’s 
more,” he adds, “I think we succeed in teach- 
ing them the rules of the game physicians 


12. Detailmen are drug salesmen, whose primary 
job is to persuade physicians to prescribe the drugs 
of the D. Corporation by calling on them in their 
offices and hospitals and providing them with de- 
tailed information about the firm’s drugs, especially 
the newest ones. 


are playing in medicine.” For example, when 
the detailmen start the course, 


... they usually want to say, “Doctor, you 
give X amount of [such-and-such a drug] 
three times a day for this, and for this.” 
What I tell them is, that the first thing they 
have to learn is that a patient is a patient. 
... The fellow on the other side of the table 
from you, the physician to whom you’re 
talking, deals with patients. And none of 
his patients are alike. He has to make judg- 
ments ... because patients don’t come into 
his office with a sign around their necks 
reading: “I take 6 milligrams of X a day.” 
The fellow who says I give my patients 32 
milligrams of X a day and have no trouble 
at all, is likely to be as right and no more 
wrong, than the one who says he gives his 
patients 6 milligrams a day. . . . The thing 
that floors detailmen the most is the physi- 
cian who says to them, “You don’t have the 
dose of that right. .. .” Well you’® and I 
both know that the “‘right dose” is the mini- 
mally effective dose you can give without 
toxicity or side-effects, and that can vary 
greatly from patient to patient... . 


Here, then, the lecturing member of the 
clinical research department has tried to give 
the detailmen in his class a greater appre- 
ciation of the very empirical nature of pre- 
scribing drugs in medical practice, and of 
the very widely variable individual responses 
to drugs which the physician encounters, so 
that he will not be so likely to approach phy- 
sicians he visits with the kind of “six-milli- 
grams-is-the-right-dose” dogmatic approach 
that might alienate them. 

Whereas the advice that the members of 
the clinical research department give to those 
in charge of advertising and sales, and their 
lecturing to detailmen, both involve an inter- 
play between professional scientific and busi- 
ness elements, there is one kind of job they 
occasionally perform for Advertising and 
Sales which is perhaps the most completely 
commercial of all their activities. From time 
to time they recommend certain physicians 
to the advertising and sales departments not 
so much for their medical scientific excel- 
lence and reputation, but primarily because 
they have personal characteristics which 
might be useful in the sales promotion of the 
firm’s drugs. 


13. The physician quoted above was addressing 
the interviewer here. 
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. I helped [Advertising] pick out a 
group of physicians [for a movie to be shown 
on TV]....I1 picked a group who were basi- 
cally learned, it’s true. But also, they were all 
rather handsome. ... Men who would photo- 
graph well, and who had good speaking 
voices. ... A lot of persons I didn’t choose 
might be just as smart, ... if not smarter. 

. It depends on what you want, of course. 

. But here you want somebody who can 
stand up before an audience and sway a 
group. ... Someone who will be a good rep- 
resentative of your product. ... 

. There are certain people in the medical 
profession who are a little too available to 
write [articles] ... anytime.... Still,... 
they do have some usefulness. . . . I wouldn’t 
want them to form an opinion about a com- 
pound. But once the leading people have test- 
ed a compound and we have the basic facts 
on a drug that we need, we may ask phy- 
sicians [from this group] to write support- 
ing papers for Sales.... 


(As we have already seen, this sort of 
“Rah, rah for the D. Corporation’s drugs” 
activity is precisely the kind of thing from 
which the members of the clinical research 
department try to protect “topnotch people” 
in medicine, for reasons both professional 
and commercial in nature.) 


OTHER FUNCTIONS 


In addition to the various ways and con- 
texts in which the members of the clinical 
research department establish direct, per- 
sonal, face-to-face contact with physicians, 
there are at least two other more indirect 
forms of communication that they have with 
extra-drug industry colleagues. They prepare 
the printed ‘‘statement of directions to the 
physician” enclosed in every package of each 
drug marketed by the D. Corporation. These 
directions include a description of the drug, 
its chemistry, physiological effects, indica- 
tions, dosages, side effects, precautions, and 
packaging. The members of the clinical re- 
search department also “handle telephone 
calls and letters coming in [to the Company] 
from physicians . . . with complaints, in- 
quiries, reports of side-effects, emergencies. 

.’ As a member of the Department ex- 
vlains, in their telephone and letter contacts 
with physicians, “we have two duties,” pro- 
fessional and commercial: 


We have to keep doctors informed and be 
completely honest with them, and still work 
for this Company. ... You’re not writing the 
kinds of letters a tire salesman might about 
why a flat tire occurred on Route 3. But, on 
the other hand, when you come to think about 
it, all told, we really have only 130 to 150 
thousand customers. .. . 


However, when it comes to the directions 
that the members of the department prepare 
for inclusion in the packages of drugs, these 
are as uninfluenced by the advertising, public 
relations aspects of the D. Corporation’s ac 
tivities as anything in which these drug in- 
dustry physicians engage. (As one member 
of the department puts it, “Anything in those 
directions is the gospel scientific truth. .. .’’) 
The accuracy and integrity of such direc- 
tions, of course, have important business- 
relevant consequences for the D. Corporation. 
Without such full information on the use of 
the drug, which includes toxicity statements 
and contraindications as well as indications, 
the Corporation would not be allowed by the 
Food and Drug Administration to market its 
drugs. In turn, these directions reduce the 
likelihood that physicians using these drugs 
will have unanticipated negative experiences 
with them, or if they do, that they either 
will wish to hold the D. Corporation respon- 
sible for such untoward incidents, or succeed 
in doing so. 


SUMMARY 


In sum, we have tried to give a systematic 
picture of the training, knowledge and ma- 
jor functions of the physicians in the clinical 
research department of one ethical drug 
house, the D. Corporation, mainly with the 
intent of suggesting the kind of interplay 
between medical scientific and business ele- 
ments that their orientation and activities 
seem to entail. In this respect, the role of 
the members of the clinical research depart- 
ment, as experienced and played out in the 
D. Corporation, is much more complex than 
has been suggested, on the one hand, by 
the kind of Sinclair Lewis, Arrowsmith, 
“They’re completely commercial,” indictment 
of physicians employed by the drug industry, 
and, on the other hand, by the too-idyllic 
“no problems,” “full compatibility between 
[their] work and the Hippocratic oath” drug 
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house-advertisement conception of their role. 
It has been suggested that analyses of the 
professional and business element in the at- 
titudes, values and role-behavior of other 
drug industry personnel, might be enlighten- 
ing and useful to members of the industry, 
medical professionals, and Government offi- 
cials concerned with establishing and main- 


taining a “rightful” balance between profes- 
sional and commercial elements in the ethical 
drug business. It might also sharpen and 
amplify current social science understanding 
of differences and similarities in professional 
and business orientations and behavior in 
general, and of strategic areas of compati- 
bility and strain between them. 


CULTURE AND EPIDEMIOLOGY: A THEORETICAL 
INVESTIGATION OF KURU 


Ann Fischer, Ph.D., and J. L. Fischer, Ph.D. 


The purpose of this paper is to emphasize 
the role of cultural factors in the study of 
the epidemiology of disease and the resist- 
ance to disease. Cultural factors of concern 
to epidemiology are those which influence 
the contacts of people with agents of disease. 
A knowledge of the range and variation of 
the culture of a group is essential in order to 
investigate medical problems effectively. Ep- 
idemiologists normally possess this knowl- 
edge when working within their own society, 
but when disease is studied in unfamiliar cul- 
tures, a systematic anthropological study 
would often be a highly useful contribution. 

Since most contacts of hosts with agents 
of disease are influenced by culturally pat- 
terned activities, the distribution of a disease 
within a population would be expected to 
mirror the frequency of the types of cultural 
contexts required to spread the agent. If 
then, we find a pattern of shared social ac- 
tivities involving just those members of the 
population who have high frequencies of the 
disease, we would have strong reason to sus- 
pect that the disease agent is transmitted in 
the course of some of these activities. Kuru, 
a recently discovered disease, will be used to 
illustrate the possibilities involved in apply- 
ing the method of cultural epidemiology. 
Both anthropologists and medical personnel 
have worked, at different times, in the area 
in which kuru is found, and we attempt to 


Tulane University 


focus the findings of both groups on the 
medical problem. 


THE NATURE OF THIS STUDY 


This study includes (1) a description of 
kuru; (2) a discussion of various theories of 
the causation of the disease; and (3) the 
cultural evidence for and against each theory 
discussed. 

It should be clear at the outset that the 
cultural evidence alone will never solve the 
problem of kuru. However, such evidence, 
we believe, indicates which theories are most 
promising. The genetic theory is discussed 
first, since it appears to be currently in 
greatest favor among medical investigators 
of kuru. We believe that the weight of evi- 
dence to date, although not conclusive, is 
heavily against a genetic hypothesis, and that 
an anthropological study of the customs of 
the area suggests a number of important 
leads which would be well worth pursuing to 
provide more conclusive tests of both genetic 
and environmental hypotheses. 


NATURE OF KURU 


Kuru is a disease which was first discov- 
ered among the Fore tribe of the New Guinea 
Highlands. A number of investigators have 
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reported on this disease. A summary of the 
description of kuru from material published 
by Gajdusek and Zigas! follows. 

Kuru is described as an acute, progressive, 
degenerative disease of the central nervous 
system. Gajdusek and Zigas believe it to be 
almost invariably fatal, as do the native 
Fore. A few recoveries from kuru have been 
diagnosed by natives and Western physi- 
cians. These are considered by investigators 
to be cases which were hysterical mimicry of 
the disease. 


Reportedly, the disease begins with minor 
symptoms not apparent to Western physi- 
cians, but apparent to relatives of the victim. 
Subtle changes in gait and posture eventually 
progress to the stage where the patient is 
unable to walk. Death typically comes in 
about eight to nine months after the disease 
has become apparent. There is no evidence 
that kuru is preceded by an acute infection 
of any sort, although reports of mild infec- 
tions were obtained from some informants. 
Gajdusek and Zigas suggest that the symp- 
toms are similar to symptoms which might 
be the result of excessive amounts of such 
heavy metal trace elements in the body as 
manganese and copper. 


The unimodal age distribution of kuru in 
males and the bimodal age distribution in 
females is unusual. The disease has not been 
found in children under the age of four or 
five.* Before adolescence, the disease does 
not attack one sex significantly more than 
the other. During adolescence, the attack rate 
apparently falls in both sexes; and then the 
rate increases greatly in women in the child- 
bearing age. Adult men rarely become vic- 
tims of the disease. 

The course of the disease seems to be af- 
fected by menstruation and pregnancy. Vic- 
tims get worse during their menses and 
sometimes experience relief during pregnan- 
cy, but relapse upon delivery. However, Klat- 
zo, Gajdusek and Zigas say, “Involvement of 


1. D. C. Gajdusek and Vincent Zigas, “Kuru: 
Clinical, Pathological and Epidemiological Study of 
an Acute Progressive Degenerative Disease of the 
Central Nervous System among Natives of the East- 
ern Highlands of New Guinea,” The American Jour- 
nal of Medicine, 26 (1959), 442-469. 


2. Ages are not definitely known by the Fore. 


the endocrine system in kuru was not sup- 
ported by the morphological evidence.’ 

Kuru is said to be decimating the Fore 
tribe, reportedly accounting for as many as 
50 per cent of the deaths in some areas. 
Gajdusek and Zigas state that, concurrently 
with their study, an estimated one per cent 
of the total Fore population was affected 
with the disease and would die within the 
year.‘ 

No therapy has yet been found which is 
effective against the disease. Cases removed 
from Fore environment and diet do not re- 
cover. Changes in neural tissues are seen 
upon examination, but attempts to recover 
an agent from diseased tissues have been un- 
successful. Possible exposure to toxins has 
been investigated, but no toxin has been im- 
plicated in the disease as yet. However, the 
Fore kuru victims, as well as normal Fore, 
may have slightly elevated blood copper 
levels. 

Kuru is reported chiefly among the Fore, 
with a smaller incidence among the tribes 
with which they have intermarried. It is not 
reported among tribes occupying the same 
or similar habitats who have not intermar- 
ried with the Fore.® It should be pointed out 
that R. M. Berndt sees a “general cultural 
and traditional uniformity for the four lin- 
guistic units (Kamano, Jate, Usurufa and 
Fore), which cover the area from which 
kuru has been reported, irrespective of lan- 
guage differences. No one of these groups 
thinks of itself as a political unit separate 
from the others, or in any way unified.* In- 
termarriage and feuding take place across 
linguistic lines. 

Speculation as to the nature of kuru has 


3. Igor Klatzo, D. C. Gajdusek, and Vincent Zigas, 
“Pathology of Kuru,” Laboratory Investigation, 8 
(1959), 799-847. 

4. D. C. Gajdusek and Vincent Zigas, op. cit., p. 
461. 

5. Recently the possibility that a clinical variant 
of kuru may exist in a tribe far removed from Fore 
territory and with whom there is little probability 
of inter-marriage with the Fore has been investi- 
gated. Keith Wilson, Vincent Zigas, and D. C. Gaj- 
dusek, “New Tremor Syndromes,” The Lancet, 2 
(1959), 699-701. 

6. R. M. Berndt, “Kamano, Jate, Usurufa and 
Fore Kinship of the Eastern Highlands of New 
Guinea,” Oceania, 25 (1954), 23-53. 








included almost every possible etiology. The 
five given most consideration are: genetic, 
infectious, toxic, deficiency and fear of sor- 
cery. Cultural information from published 
ethnographic accounts of the Fore and the 
New Guinea Highlands in general has been 
focused in turn on these various theories. 


THE THEORY OF A GENETIC ETIOLOGY OF KURU 


The hypothesis that kuru is a genetically 
controlled disease has been stated by Ben- 
nett, Gray and Auricht as follows: 


It was suggested that kuru is under the 
control of a single pair of autosomal alleles 
Ku and ku .. . in females the homozygotes 
are potential early-onset victims and the 
heterozygotes are late-onset victims. In males 
the heterozygotes are normal.’ 


Much evidence has been assembled in sup- 
port of this hypothesis, and Bennett, Rhodes, 
and Robson® conclude that it is all at least 
consistent with this hypothesis. One of the 
obstacles in substantiating the theory is that 
theoretically the heterozygotic males do not 
express the disease. With no way of identify- 
ing these males, negative evidence for the 
genetic hypothesis would be difficult to find. 

For a number of reasons various investi- 
gators have settled on the genetic hypothesis 
as the most promising. Kuru evidently re- 


sembles other neurological diseases which 


are thought to be hereditary; the age and 
sex distribution of the disease have been con- 
sidered difficult to explain in terms of any 
environmental factor. The genetic hypothesis 
is also supported by the following evidence: 
(1) The disease has a familial distribution 
(the children of victims are more likely to 
be victims of the disease). (2) Individuals 
removed from the environment of the Fore 
for a considerable length of time (several 
months) may get the disease and have a 
fatal outcome. (3) Various tests and treat- 
ments revealed no other ready explanation. 
R. M. Berndt, who collected genealogies in 


7. J. H. Bennett, A. J. Gray, and C. O. Auricht, 
“The Genetical Study of Kuru,” Medical Journal of 
Australia, 2 (1959), p. 506. 

8. J. H. Bennett, F. A. Rhodes, and H. N. Robson, 
“A Possible Genetic Basis for Kuru,’ The American 
Journal of Human Genetics, 11 (1959), 169-187. 
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the area subsequent to the medical investiga- 
tion, finds that his evidence is not totally in 
agreement with the genealogical findings of 
the medical personnel. 


The evidence available supports to some 
extent at least, the point made by the medi- 
cal officers—the possibility that hereditary 
aspects are involved. But this is simply a 
suggested possibility, supported by a num- 
ber of cases where consanguineal relation- 
ship between kuru victims may be traced. In 
just as many cases no such relationship can 
be discovered. . . . As the matter stands, 
hereditary transmission has not been estab- 
lished.® 


Although the genetic hypothesis of the eti- 
ology of kuru has been much advocated, all 
investigators have been cautious in stating 
it as not conclusively established. For exam- 
ple, Bennett, Gray, and Auricht say, 


Kuru presents a unique problem in human 
population genetics. No other case is known 
in which a genetically determined disease of 
this nature is present in a population with 
comparable frequency.’ 


The evidence against the genetic hypothe- 
sis has not been sufficiently stressed. Data 
from the published literature provide ma- 
terial for at least five arguments against the 
genetic hypothesis. (1) Women from appar- 
ently kuru-free groups have acquired the dis- 
ease after marrying into the Fore tribe.” 
(2) The mutation rate required to explain a 
high frequency of the disease in the popula- 
tion is much greater than the known muta- 
tion rates for other pathological genes. (3) 
If the disease is genetic, it appears impos- 
sible to explain why it seems to be passed on 
largely in the female line to males as well as 
females. (4) Some indication is given that 
the disease has developed only recently. (5) 
A few alleged recoveries are reported. If 
there are recoveries, a genetic explanation 
would seem unlikely. 

The first argument requires no extensive 
comment. We merely note the crucial impor- 


9. R. M. Berndt, “A ‘Devastating Disease Syn- 
drome.’ Kuru Sorcery in the Eastern Central High- 
lands of New Guinea,” Sociologus, 8 (1958), 20-2’ 

10. J. H. Bennett, A. J. Gray, and C. O. Auricht, 
op. cit., p. 508. 


11. D. C. Gajdusek and Vincent Zigas, op. cit., p. 
466. 
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tance of investigating carefully the genealo- 
gies of such women. 

The second argument requires an estimate 
of the kuru mutation rate. This could best 
be done if we had information on new cases 
occurring with no family history of the dis- 
ease in a large population of known size. 
Since such information would be difficult 
to obtain and has not been published, we may 
estimate the mutation rate, using the for- 
mula m= sp, where m is the mutation rate, 
s the selective disadvantage for the patho- 
logical allele, and p the proportion of the 
allele in the total population. In one genea- 
logical file, accounting for 2,099 individuals, 
Bennett, Rhodes, and Robson!” found 1,186 
of them alive, 204 dead of kuru, 88 dead of 
ritual murder, 547 dead of other causes, and 
74 dead of unknown causes. It would appear 
that an assumption of .01 for the proportion 
of kuru genes in this population would great- 
ly underestimate the frequency. However, 
even with such an underestimation, a muta- 
tion rate of .001 would be required to explain 
this frequency, if the selective disadvantage 
for the gene were only .1. In our opinion, 
“reasonable” estimates for s derived from 
published material!* could range from .1 to 
.4. A mutation rate such as .001 is much 
higher than any known mutation rate for a 
pathological allele in humans. 

A third argument against the genetic hy- 
pothesis involves a marked difference in fre- 
quency of kuru in the maternal versus the 
paternal grandmothers of recent kuru vic- 
tims, as reported by Bennett, Rhodes, and 
Robson.'* Data presented by these authors 
allow us to construct the following table: 


Table 1 


Cause of Death of Grandmothers of Kuru Victims 
Kuru Other Total 











Maternal grandmother 15 18 33 
Paternal grandmother 2 29 31 
Totals 17 47 64 





Chi square = 11.7, P<.001. 


12. J. H. Bennett, F. A. Rhodes, and H. N. Rob- 
son, “Observations on Kuru: I. A Possible Genetic 
Basis,” Australasian Annals of Medicine, 7 (1958), 
p. 271. 

13. Ibid., p. 269-275, and “A Possible Genetic 
Basis for Kuru,” The American Journal of Human 
Genetics, 11 (1959), 169-187. 


If male heterozygotes carry kuru without 
expressing it, while female heterozygotes are 
victims in adulthood, then children should 
be at least as likely to get the gene from 
their father as from their mother, (or a little 
more likely, since female carriers die off 
and men do not by the genetic hypothesis), 
and in turn from their paternal grandmother 
as from their maternal grandmother. But 
the table strongly indicates that, if the dis- 
ease is genetic, children get the gene signifi- 
cantly more often from their maternal 
grandmothers. How can this be explained? 
We have no answer to this question which 
would support the genetic hypothesis, and 
will discuss it again later. 

The literature is contradictory on the point 
of how long the disease has been known to 
the Fore. In their article of March, 1959, 
Gajdusek and Zigas say, “Old informants 
usually add that the illness was not present 
in their youth, but there is no way of assess- 
ing the reliability of such affirmations, and 
we question strongly the validity of this con- 
tention.’”’!> R. M. Berndt says that the Fore 
have a genealogical memory of about 50 
years and that in his records “kuru cases 
were sprinkled through all generation lev- 
els.”16 In the report of July-August 1959, 
Klatzo, Gajdusek and Zigas say, in contra- 
diction to the earlier report, “The disease has 
been present for the full extent of memory 
of the inhabitants. . . .”!7 These differences 
probably reflect the difficulty of getting ac- 
curate information through a language bar- 
rier. It is, of course, important to know if 
the disease is of recent origin, since a gene 
frequency of the proportions needed to ex- 
plain the incidence of kuru would require a 
considerably longer history of observable 
expression in the population than a couple 
of generations. 

The evidence collected on the incidence of 


14. J. H. Bennett, F. A. Rhodes, and H. N. Rob- 
son, “A Possible Genetic Basis for Kuru,” The 
American Journal of Human Genetics, 11 (1959), 
p. 184. 

15. D. C. Gajdusek and Vincent Zigas, op. cit., p. 
461. 

16. R. M. Berndt, “A Devastating Disease... ,” 
p. 16. 

17. Igor Klatzo, D. C. Gajdusek, and Vincent 
Zigas, op. cit., p. 799. 











20 JOURNAL OF HEALTH AND HUMAN BEHAVIOR 


the disease in grandmothers could indicate 
that the disease is recent. Paternal grand- 
mothers of victims, who seldom are reported 
to have kuru themselves, are presumably 
usually considerably older than maternal 
grandmothers, since males marry 10 to 15 
years later than females in Fore society. It 
could be argued that the disease was not 
present during the time paternal grand- 
mothers would have been susceptible to it. 
Linguistic evidence in the vocabulary of the 
Fore for kuru could be brought to bear on 
the point of how long the disease has been 
present in this group. 

Slightly less significant, perhaps, as nega- 
tive evidence for the genetic hypothesis, is 
the possibility that there are occasional re- 
coveries from kuru. Gajdusek’s and Zigas’ 
argument that these “‘recoveries” are really 
recoveries from hysterical mimicking of the 
symptoms of kuru rather than from the dis- 
ease itself seems reasonable, in view of the 
fact that hysterical “shivers” are an impor- 
tant part of New Guinea tradition. Such 
cases, however, would bear further study, 
and publications indicate that they are be- 
ing pursued. 


Cultural Evidence and the Genetic Theory 


How could a knowledge of culture help in 
the investigation of the hypothesis of a gen- 
etic etiology for kuru? We need evidence that 
the presence of either a man or a woman 
from the Fore group has the same effect in 
spreading the postulated gene. The preferred 
and most usual pattern of residence among 
the Fore is patrilocal.1* When a marriage 
takes place, a woman leaves her own immedi- 
ate family and goes to live in the area of the 
house of the family of her husband. Statis- 
tics on the frequency of alternate residence 
patterns would be desirable in testing almost 
any of the hypotheses of the etiology of kuru. 
Collection of pedigrees should be accompa- 
nied by collection of residence data. Crucial 
cases from our point of view would be those 
in which Fore men, whose relatives had been 
kuru victims, had married into kuru-free 
groups long enough ago to have grandchil- 


18. R. M. Berndt, “Kamano, Jate, Usurufa... ,” 
p. 28. 


dren. Since it is a patrilocal society, such 
incidents would be rare enough that the Fore 
would be likely to remember them. If the 
disease is not genetic in origin, but is, in- 
stead, carried by women as an infection, or 
due to cultural practices involving women 
only, men would not spread the disease when 
they marry out of the group. 

Although there is widespread adoption in 
the Fore group, it is said that the true gene- 
alogies are known by the natives. Adoption 
as a practice has important implications for 
any comparison of genetic and environ- 
mental theories of the causation of a disease. 
Cases of Fore boys adopted into other groups 
are mentioned in the literature. Crucial in- 
stances of adoption would provide significant 
evidence. Do children of mothers and fathers 
without kuru, adopted by mothers who get 
kuru, get the disease or not? The use of adop- 
tion in the study of disease has not been 
given sufficient attention in publications. 
The Fore, being a chaste society (which in- 
sures relative certainty of paternity), with 
widespread adoption, present an excellent 
opportunity for this study. 

According to Berndt,!® the Fore have pre- 
ferred cross-cousin marriage with brother- 
sister exchange.?° Such marriages, if fol- 
lowed regularly, would greatly increase the 
homozygosity in a group within a very few 
generations.”! Also, in small, isolated groups, 
where genetic drift can play a big role in 
eliminating or increasing genes, genes may 
reach proportions not possible in larger pop- 
ulations. Such first-cousin marriages, in the 
case of kuru, would, however, increase the 
homozygosity and therefore increase the rate 
of loss of the gene from the population since, 
supposedly, kuru homozygotes seldom repro- 


19. Ibid., p. 32. 

20. Preferred cross-cousin mates for a male are 
mother’s brother’s daughter and father’s sister’s 
daughter; for a female they are mother’s brother’s 
son and father’s sister’s son. With preferred brother- 
sister exchange a man will marry the sister of a 
male cross-cousin, while his male cross-cousin will 
marry the first man’s sister. Even in societies with 
preferred cross-cousin marriage many individuals 
will marry second cousins or more remote cousins 
for lack of closer ones of the proper age. 

21. J. N. Spuhler and Clyde Kluckhohn, “Inbreed- 
ing Coefficients of the Ramah Navaho Population,” 
Human Biology, 25 (1953), 295-317. 
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duce. Bennett, Rhodes, and Robson”? have 
not found many instances of first-cousin 
marriage in their pedigrees. This would be 
in line with the findings in most of the New 
Guinea Highlands that exogamy (marriage 
outside one’s family, village, and lineage) is 
the preferred form of marriage. Berndt says 
that the Fore may be variable in this regard. 

Genetic drift has been proposed as a mech- 
anism by which the frequency of the hypo- 
thetical kuru gene might have reached its 
present strength. Genetic drift refers to the 
relatively large random changes of gene fre- 
quency taking place in a very small popula- 
tion. The Fore are not now so few in num- 
ber that genetic drift can have much current 
effect, although conceivably they may be de- 
scended mostly from a single small group 
which entered the area a number of genera- 
tions ago and then multiplied. But, in any 
case, it must be recognized that drift alone 
cannot result in a lasting buildup in fre- 
quency of a highly disadvantageous gene 
where the homozygotes seldom reproduce, as 
is allegedly true of the hypothetical kuru 
gene. Genetic drift is mainly relevant where 
the selective advantages or disadvantages 
are only moderate. 

Our conclusions regarding the genetic hy- 
pothesis, therefore, are: It is untenable un- 
less (1) a decidedly unstable gene locus is 
involved, perhaps with mutagenic factors 
in the environment, or (2) major selective 
advantages are at work in favor of those who 
carry the heterozygote—advantages which to 
date have not been identified. 


ENVIRONMENTAL CAUSALITY 


The possibility that kuru has an infectious, 
dietary (either deficiency or toxin) or psy- 
chogenic cause has been investigated with- 
out positive results to date. A psychogenic 
cause was suggested by the anthropologist 
R. M. Berndt, who feels that it may be rele- 
vant at least as an aggravating factor. We 
believe that available cultural evidence 
strongly suggests some kind of environ- 
mental etiology. 

To an anthropologist, one of the most sali- 


22. J. H. Bennett, F. A. Rhodes, and H. N. Rob- 
son, “A Possible Genetic Basis ... ,” p. 171. 


ent facts about the social structure of the 
natives of the kuru region is that there is a 
marked separation between adult men on 
the one hand and women and children on the 
other. This separation is rather closely par- 
alleled by the incidence of kuru—heavy for 
women and children of both sexes, light for 
men. 

This separation of adult men from the rest 
of the community is a matter both of native 
concept and custom and of physical space. 
The men of a village live together in a men’s 
house, where they eat and sleep by them- 
selves while each woman lives in a small 
round hut of her own with her children and 
the family pigs. In work, also, the sexes tra- 
ditionally have been separate. The men spend 
their time in feuds and raids, legal disputes, 
and ceremonies, and do little agricultural 
work beyond the initial clearing of garden 
plots, while the women care for gardens, pigs 
and children.?* 


Nutritional Etiology 


Since adult men work and eat separately 
from the rest of their families, there is a 
clear possibility of a nutritional etiology in- 
volving either deficiency or toxin. A nutri- 
tional etiology is strongly suggested by the 
relationship of the distribution of kuru to 
certain cultural features. The lack of kuru 
in young children is paralleled by a differ- 
ence in diet for these children.** This would 
suggest a toxic etiology, since adult diets 
tend to be more varied than child diets. We 
have no information about this age differ- 
ence in diet, but if kuru is a toxic disease, it 
seems certain that this toxic substance, what- 
ever it may be, is not ingested regularly by 
infants. 

Berndt also says that the youngest child is 
sometimes seen nursing up to.the age of 
three or four.” A late age of weaning might 
protect against the development of kuru in 
this early period, if kuru is a deficiency dis- 
ease. 


23. R. M. Berndt, “Kamano, Jate, Usurufa and 
Fore Kinship of the Eastern Highlands of New 
Guinea (continued) ,” Oceania, 25 (1955), p. 175. 

24. R. M. Berndt, Personal Communication. 
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Kuru rates are slightly depressed during 
the adolescent period. Again, looking at the 


Fore culture, we find that the activities of - 


adolescents are apparently somewhat differ- 
ent from those of adults. During the ado- 
lescent depression in the kuru disease rate 
we find that the boys are engaged (for a 
period of about eight or nine years) in vari- 
ous initiation rites.2* During this period they 
avoid women, learn to become warriors, and 
work for the adult men, in addition to going 
through certain rituals. Girls, also, have in- 
itiation rites, although less important and 
lasting for shorter periods of time, but dur- 
ing this time girls are not engaged in activi- 
ties involving the garden.*? Foods eaten in 
and around the gardens, which may be in an 
unprepared state, would have every oppor- 
tunity to cause disease in just the groups 
affected by kuru, if they were capable of 
doing so. 

We lack clear information on tabooed and 
prescribed foods for different groups within 
Fore society. Berndt did not find any for 
pregnant women or adults generally, with the 
exception of certain leaves which are chewed 
by men in the sweat houses. He was uncer- 
tain as to whether or not there are pre- 
scribed or tabooed foods for initiates.?8 Fur- 
ther inquiries might be made along these 
lines, since food rules are common in New 
Guinea tribes; but, so far, ethnographic evi- 
dence indicates that the opportunity to eat 
certain foods rather than taboos or prescrip- 
tions for eating them is the important factor 
to investigate, if kuru is a nutritional dis- 
ease. 

The stage of preparation at which a food 
is eaten might often be different for men and 
women in this society. In this connection, 
leached foods would be especially worth not- 
ing. Opportunities for women and children 
to eat insects would appear to be much great- 
er than those for men; this would be espe- 
cially true of maggots, which the Fore eat, 
found in uncooked meat. 

The tendency of kuru to run in families 
would be easy to understand if nutrition 
were involved, since harmful dietary prac- 


26. Ibid. 
27. Ibid. 
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tices would tend to be passed on from mother 
to daughter. Since women prepare the food 
in this group, passing on of food preparation 
practices, if involved in this disease, would 
also explain the significantly greater inci- 
dence, noted above, of kuru in maternal as 
compared with paternal grandmothers of 
kuru victims. 

Since nutritional supplements, adminis- 
tered to patients at the Kuru Research Cen- 
ter, have had no effect on the course of the 
disease, a deficiency etiology would appear 
unlikely. However, the possibility is worth 
holding in mind that genetic differences be- 
tween New Guinea natives in this general 
area and European populations may necessi- 
tate a different diet in some respects. Either 
may have some requirement the other lacks. 
If this should prove correct, a genetic trait 
might be involved, but one which need not 
lead to kuru with proper native diet. It is to 
be noted that the Fore diet has had changes.”® 
Dietary changes in other parts of the world 
have affected the disease picture—e. g., 
kwashiorkhor in Africa, which is widely ex- 
plained as a deficiency disease in infants in 
urban and acculturated families. 

One big problem in the investigation of a 
dietary etiology of kuru has evidently been 
that the Fore have a great variety of foods 
in their diet, made possible by the numerous 
kinds of plants in the area. A method needs 
to be found to narrow the possibilities. While 
it might take months or years to analyze all 
the foods eaten in the area, a few weeks of 
intensive questioning and observing by an 
anthropologist familiar with the Fore pat- 
terns of work and leisure should be able to 
identify a fairly small number of suspect 
foods for chemical analysis. It would also be 
of interest in such an investigation to ascer- 
tain differences in diet between the kuru re- 
gion and the kuru-free region. 


Psychogenic Etiology 


R. M. Berndt summarizes the available 
evidence indicating that kuru may be a psy- 
chosomatic disorder resulting from the vic- 
tim’s conviction that he had been sorcerized. 
Suggesting this idea are some salient facts: 
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(1) the natives are politically fragmented 
into independent feuding districts and feel 
few scruples about killing members of enemy 
districts, directly or through sorcery (this 
includes wives’ relatives) ; (2) knowledge of 
the technique of kuru sorcery is widespread 
and the technique itself rather simple; and 
(3) the natives firmly believe in the potency 
of sorcery and are taught this in early child- 
hood. Berndt reports forty-five varieties of 
sorcery in the kuru area. 

There is a little evidence in favor of a 
psychogenic etiology, besides the mere fact 
of belief in sorcery. For one thing, fits of 
trembling which appear to-be associated with 
a trance-like condition are common in the re- 
gion in connection with cult activities.®® It 
might be worth investigating whether there 
are any consistent physiological distinctions 
between early kuru fits and religious trembl- 
ing fits. Zigas has on a few occasions felt 
that a diagnosis of kuru was justified and 
then found that the patient recovered. If 
these cases are hysterical could the fatal ones 
be also? 

Another curious fact noted by Bennett, 
Rhodes, and Robson is that, in a rather small 
sample of cases, it appeared that if women 
were killed by tokabu their children were 
about as likely to die of kuru as if the moth- 
ers had died of kuru.*! Now tokabu is said to 
be not a disease at all but a form of ritual 
murder involving actual violence performed 
in revenge for kuru sorcery. If we assume 
the psychosomatic effectiveness of kuru sor- 
cery, then very likely two feuding family 
groups might attack each other alternately 
with sorcery and ritual murder over a num- 
ber of years, producing victims of both kinds 
of attack on both sides of the fence. 

The fact that natives are apparently often 
able to diagnose the beginnings of kuru in 
each other before European physicians can 


30. R. M. Berndt, “A Cargo Movement in the 
Eastern Central Highlands of New Guinea,” Oce- 
ania, 23 (1953), 137-158. 


31. Bennett, Rhodes, and Robson, “A Possible 
Genetic .. .,” p. 180. 


32. “The earliest sign of the disease is the slight 
ataxia often noted by the patient or his villagers 
before we are able to convince ourselves of its 
existence.” D. C. Gajdusek and. Vincent Zigas, op. 
cit., p. 453. 


notice symptoms is suggestive of a psycho- 
genic origin.®? Conceivably the disease might 
develop only after repeated suggestions by 
ostensibly sympathetic friends and neigh- 
bors, and whether an enemy is practicing 
sorcery or not may be entirely irrelevant. 

The absence of any marked psychological 
depression or loss of appetite in the early 
stages of the disease is contrary to what one 
would expect if fear of sorcery were the 
principal agent. Indeed, a certain amount of 
euphoria is said by some to characterize the 
disease.** The existence of demonstrable ner- 
vous damage in autopsies of kuru victims 
also is an argument against a psychological 
theory that does not include somatic factors, 
as Berndt has said,** although this is not 
conclusive evidence against it. 

Additional ethnographic evidence would be 
desirable in testing the psychosomatic hy- 
pothesis. We would like to know whether 
people believe themselves sorcerized only 
after the disease has been diagnosed, or 
whether the disease follows the conviction 
of being sorcerized. How do people come to 
believe they are sorcerized? Does the sor- 
cerer let them know indirectly in some fash- 
ion, even though he must try to keep his own 
identity secret to protect himself? If, as ap- 
pears to be true, a relative or neighbor often 
makes the initial diagnosis are there any 
typical relationships between victim and di- 
agnostician? Is diagnosing kuru in a neigh- 
bor or relative an indirect expression of con- 
cealed hostility? How frequent are mistaken 
diagnoses and what prompts these? 

As Berndt has suggested, with the re- 
straint of open fighting under the Australian 
rule, it may be that the practice and fears of 
sorcery have shown an initial increase as an 
alternate means of expression of aggres- 
sion.*> Women would be natural victims of 
sorcery, since they tend to be suspected of 
disloyalty by their husbands’ paternal rela- 
tives, with whom they live. If kuru is psycho- 
somatic the rate might be expected to rise 
in the controlled areas, but not if it is genet- 
ic. At present, however, it appears that kuru 
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may be more frequent among the Southern 
Fore, who are still more openly aggressive 
than the Northern Fore.*® 


Infectious Etiology 


Although no agent has thus far been iso- 
lated from the tissues of kuru victims, a 
recent article by Hadlow*’ suggesting that 
kuru has certain resemblances to a disease 
found in sheep, known as scrapie, has led to 
renewed interest in the possibility of an in- 
fectious etiology. Scrapie**® is considered to 
be probably of viral origin, since tissues 
from infected animals can be used to inocu- 
late other animals to produce the disease. 
Serapie has a very long incubation period, 
varying from 18 months to three years or 
more. If kuru had a similar incubation peri- 
od, this might explain the failure to isolate 
an agent. If kuru is passed by a viral or 
other infectious agent, such an agent must 
be one which is in more contact with women 
and children than with men. The Fore cul- 
ture presents a clear-cut opportunity for 
such an agent in the separate dwellings of 
men and women. 

Another feature of the culture is worth 
commenting upon. Hostility to women in 
these New Guinea cultures is especially evi- 
dent in the widespread fear of menstrual 
blood. Berndt reports an incident of a man 
punishing his wife for cooking his food be- 
fore retiring to the menstrual hut. Inter- 
course with a menstruating woman is taboo. 
Among the Fore, a menstruating woman re- 
tires to a menstrual hut during menstrua- 
tion, but more than one woman may use the 
same hut. A virus which has any relevance 
to the menstrual cycle of women would be 
inevitably more effective against women and, 
possibly, children than it would against men 
who have such strong taboos against contact 
with menstrual blood. If an agent were in 
the blood, it might be passed to the children, 
either congenitally or in the birth process, or 
in the nursing process. A long period of in- 
cubation would follow before the agent 
caused disease. 


36. Ibid., p. 16. 

37. W. J. Hadlow, “Scrapie,’” The Lancet, 2 
(1959), p. 289. 

38. The Merck Veterinary Manual, 1955. 


The Fore habit of eating corpses suggests 
a way in which a viral agent might be passed. 
(A toxic one might also be passed in this 
way.) Victims of some kinds of sorcery are 
not eaten by the Fore, who fear they might 
be poisoned, but kuru victims are evidently 
not included in this category as Berndt re- 
ports kuru victims being eaten.*® Rubbing 
the fat of a corpse on arrow wounds, another 
custom reported, *° might effectively inocu- 
late an individual. It is to be noted that a 
tremendous number of deaths among the 
Fore are the result of arrow wounds. Berndt 
says that it would be difficult to prove, but 
that women may eat more human flesh 
among the Fore.*! In any case, corpses are 
said to be consumed in all stages of decay 
and with all degrees of cooking. If this is the 
case, women are probably more likely to eat 
raw corpse than men are. 

An infectious agent could explain why 
kuru seems to be passed down through ma- 
ternal rather than paternal grandmothers. 
If kuru requires long intimate contact, the 
data of Bennett, Rhodes, and Robson, which 
indicate that most of the mothers of boys 
who die of kuru, died of kuru, might be ex- 
plained.*? Boys, through adolescence, in a 
relatively chaste society could only be in- 
fected through their mothers. Girls may have 
more intimate contact with other women, al- 
though this information is not contained in 
the data. 

The cases which would remain to be ex- 
plained by an infectious agent of this nature 
would be those of the adult men. Only a few 
of these are reported. Of four reported in 
one genealogical file, three had wives who 
also died of kuru**® and by whom they could 
have been infected. Catherine Berndt tells 
us that the Fore are changing their living 
arrangements in areas where they are in 
close contact with European practices, or are 
eager to adopt white ways.*t We need to 
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know if these are the same areas in which 
adult men are more likely to get kuru. It 
would be in such places that an infection of 
women would have more chance to infect 
men. Four cases of kuru in adult males are 
reported at Moke*® where there is a patrol 
post. Has this village been more influenced 
by contacts? Had these men adopted the 
European pattern of living with their wives? 


CONCLUSION 


The question of the cause or causes of kuru 
cannot be answered conclusively from a cul- 
tural diagnosis on the basis of the published 
data. On the available evidence a toxic or in- 
fectious etiology appears to us most likely. 


45. Bennett, Rhodes, and Robson, “A Possible 
Genetic .. .,” p. 174. 


Anthropology alone cannot, of course, give 
the answer to this disease problem, which 
can only be solved by the isolation of the 
agent. However, we do believe that an an- 
thropological review of the published mater- 
ial on kuru suggests a number of specific 
leads which could well be investigated in 
terms of existing theories. A knowledge of 
the range of variation and characteristic 
types of human behavior in societies other 
than our own could contribute greatly to 
investigations of the epidemiology of dis- 
ease.*® 


46. R. M. Berndt has also suggested in reviewing 
the kuru problem that anthropological data could 
be valuable in the study of disease. See Berndt, “A 
‘Devastating Disease ...,’” p. 27. 


Additional bibliography may be obtained from the 
authors upon request. 


MENTAL HEALTH RESEARCH TRAINING PROGRAM 


A Mental Health Research Training Program has 
been initiated under the auspices of Harvard Medi- 
cal School and the Massachusetts Mental Health 
Center, with support from the National Institutes 
of Health. The objectives of the program are to 
provide trainees with: (a) an interdisciplinary set- 
ting and approach to research on mental health 
problems; and (b) an opportunity for intensive 
research experience and training in a specialized 
field. 

Specific arrangements may be made for a trainee 
to work in any laboratory in the Medical School or 
Mental Health Center. However, it is expected that 
most trainees will be attached to and will work 
primarily within one of the following participating 
laboratories: 


Harvard Medical School 

Behavior Research 

Biochemistry of Nervous Tissue 
Neurophysiology and Neuropsychology 
Psychopharmacology 


Massachusetts Mental Health Center 
“Autonomic” Psychophysiology 

Center for Sociopsychological Research 
Clinical Psychiatry and Psychodynamics 
“Polygraph” Psychophysiology 


Selection of Research Trainees. Candidates must 
have an M.D. together with three years of psychi- 
atric residency, or a Ph.D. degree... They must show 
special interest and aptitude in research as well 
as career aims in fields broadly related to mental 
health. Applications will be accepted from highly 
qualified predoctoral (Ph.D.) candidates but the 
program is essentially postdoctoral in intent and 
scope. Candidates will be evaluated both by an 
Admissions Commitee and by the director of the 
laboratory of their interest. 


Stipends and Period of Support. Stipends are 
offered for one year and will normally be renewed 
for a second year. First-year stipend is $6,000; 
second year, $7,000. (Of this amount, $3,600 per 
year may qualify for tax exemption.) 


Application Procedure. An application form and 
additional information may be secured from one 
of the following persons or from the director of 
any of the laboratories. 


Elliot G. Mishler, Ph.D., Assistant Director 
Milton Greenblatt, M.D., Director 

74 Fenwood Road 

Boston 15, Massachusetts 











AN INDEX OF ALCOHOLIC DRINKING BEHAVIOR 
RELATED TO THE MEANINGS OF ALCOHOL* 


Harold A. Mulford, Ph.D. 
and Donald E. Miller, M.A. 


Purpose of the Study 


This is a report of selected findings from 
a survey of drinking habits and attitudes of 
1,185 persons, chosen to represent the adult 
population of Iowa. The major purpose of 
the paper is to report the results of a search 
for clues to explain sociocultural variations 
in what we term “alcoholic drinking be- 
havior.” More specifically, we seek to account 
for at least part of the sex, residence, reli- 
gious, education and age variations in rates 
of alcoholic drinkers. 

The theoretical thinking which underlies 
the work is a symbolic interaction orienta- 
tion. The basic assumption is that man, by 
virtue of his language ability, lives in a sym- 
bolic environment; a world of his own crea- 
tion composed of objects defined or talked 
about in terms of behavior. Alcoholics are 
conceived of as persons who behave with al- 
cohol in a certain way which gets labeled by 
others as “alcoholic drinking.” This behavior, 
like other drinking behavior, is conceived to 
be the result of the person having learned, 
through talking with others, to think about 
or converse with himself about the object 
alcohol in terms of what he does or does not 
do with alcohol and to alcohol and what it 
will do to him and for him. In short, he has 
learned to initiate, direct, and redirect his 
own behavior toward alcohol in terms of pre- 
scriptions and proscriptions of behavior.’ 


*A paper read at the Annual Meeting of the 
American Sociological Association, New York, Au- 
gust, 1960. The research on which it was based was 
supported by the State Psychopathic Hospital and 
the Department of Psychiatry, University of Iowa. 

1. For a more elaborate treatment of this theo- 
retical orientation see A. R. Lindesmith and A. L. 
Strauss, Social Psychology. New York: Dryden 
Press, 1956); C. A. Hickman and M. H. Kuhn, In- 
dividuals, Groups and Economic Behavior. (New 
York: Dryden Press, 1956); and H. A. Mulford, 
Toward an Instrument to Identify and Measure the 
Self, Significant Others, and Alcohol in the Sym- 
bolic Environment, (Doctoral dissertation, State 
University of Iowa, 1955). 


State University of Iowa 
State University of Iowa 


Taking this orientation as a point of de- 
parture, our task becomes one of classifying 
and analyzing the individual’s symbolic en- 
vironment. The phenomena to be analyzed 
here are statements the person makes about 
his own use of beverage alcohol. 

The pertinent categories of phenomena are 
respondents’ reports of (1) drinking vs. ab- 
staining, (2) heavy drinking, (3) extreme 
deviant drinking and (4) definitions of alco- 
hol in terms of what liquor (including all 
alcoholic beverages) does for the individual. 


Operational Definitions 


The procedures followed in developing the 
measures considered here and findings con- 
cerning certain of their intercorrelations 
have been detailed in recent issues of the 
Quarterly Journal of Studies on Alcohol. 


la. Important publications relating to symbolic 
and sociocultural factors in alcoholic behavior in- 
clude R. F. Bales, “Cultural Differences in Rates of - 
Alcoholism,” Quarterly Journal of Studies on Alco- 
hol, 6 (1946), 480-499; S. D. Bacon, “Social Settings 
Conducive to Alcoholism,” Journal of the American 
Medical Association, 164 (1957), 177-181; A. D. Ull- 
man, “Sociocultural Backgrounds of Alcoholism,” 
Annals of the American Academy of Political and 
Social Science, 315 (1958), 48-54; C. R. Snyder, Al- 
cohol and the Jews: A Cultural Study of Drinking 
and Sobriety (New Haven: Publications Division of 
Yale Center of Alcohol Studies; and Glencoe: Free 
Press, 1958) ; Robert Straus and S. D. Bacon, Drink- 
ing in College (New Haven: Yale University Press, 
1953); and M. L. Barnett, “Alcoholism in the Can- 
tonese: An Anthropological Study,” in O. Diethelm 
(ed.), Etiology of Chronic Alcoholism (Springfield, 
Illinois: Thomas, 1955). 

The Editors of the Journal would also like to call 
attention to a series of articles by Mulford and Mil- 
ler on “Drinking in Iowa... .” This series appeared 
in order in 1959-1960 in the Quarterly Journal of 
Studies on Alcohol: “I. Sociocultural Distribution of 
Drinkers .. .,” 20 (1959), 704-726; “II. The Extent 
of Drinking and Selected Sociocultural Categories,” 
21 (1960), 26-39; “III. A Scale of Definitions of 
Alcohol . . .,” 21 (1960), 267-278; “IV. Preoccupa- 
tion with Alcohol and Definitions of Alcohol, Heavy 
Drinking, and Trouble Due to Drinking,” 21 (1960), 
279-291. See also reference 5 below. 
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However, to achieve our present purposes 
these matters must be briefly described here. 
Operationally, the major concepts of the 
study are defined as follows: 

Drinking vs. abstaining. Drinkers are per- 
sons who responded positively to the ques- 
tion, ‘Do you ever have occasion to use al- 
coholic beverages such as liquor, wine, or 
beer or are you a total abstainer?” (This is 
the standard Gallup Poll question.) 


“positive” response. These items may be 
traced to earlier studies by Jellinek? and 
Jackson.? Jellinek found that some 2,000 
members of Alcoholics Anonymous reported 
similar kinds of drinking behaviors; and 
Jackson, in studies of a few hundred insti- 
tutionalized alcoholics found that they tended 
to report the behaviors in a cumulative fash- 
ion. How these behaviors might be reported 
by representatives of the general population 


Chart 1 


The Iowa Scale of Preoccupation with Alcohol* 











Statement Content of Conitrived Items I, II, III, IV, and V Method of 
Number Scoring 
I 
t. I stay intoxicated for several days at a time. Agree on 
2. I worry about not being able to get a drink when I need one. any two 
3. I sneak drinks when no one is looking. items. 
II. 
4. Once I start drinking it is difficult for me to stop before I become completely 
intoxicated. Agree on 
5. I get intoxicated on work days. any two 
6. I take a drink the first thing when I get up in the morning. items. 
III 
7. I awaken next day not being able to remember some of the things I had done while Agree on 
I was drinking. any two 
8. I take a few quick ones before going to a party to make sure I have enough. items. 
9. I neglect my regular meals when I am drinking. 
IV 
10. I don’t nurse my drinks; I toss them down pretty fast. Agree on 
1. I drink for the effect of alcohol with little attention to type of beverage or brand any two 
name. ‘ items. 
12. Liquor has less effect on me than it used to. 


Vv 


Failure to respond affirmatively to the preceding items. 





*See references 2 and 3 above and Harold A. Mulford and Donald E. Miller, “Drinking in Iowa: IV. 
Preoccupation with Alcohol,’ Quarterly Journal of Studies on Alcohol, June, 1960. 


Heavy drinkers are persons who reported 
taking three or more drinks (of liquor or its 
equivalent in alcohol) at a “sitting,” more 
than once a week. 

Alcoholic drinkers are defined by their re- 
sponses to the Preoccupation with Alcohol 
Scale which is shown in Chart 1. 

In the sample of 1,185 persons represent- 
ing adult Iowans, each of the 706 respondents 
who said he had occasion to use alcoholic 
beverages was asked to respond to each of 
the 12 items given in Chart 1. Response al- 
ternatives were “frequently,” “sometimes,” 
and “never.” The “frequently” responses, be- 
ing so few in number, were combined with 
“sometimes,” and either was considered a 


and what some of their correlates might be 
has not previously been investigated. 


The responses to these items displayed a 
certain cumulative quality when treated in 


2. E. M. Jellinek, “Phases in the Drinking History 
of Alcoholics: Analysis of a Survey Conducted by 
the Official Organ of Alcoholics Anonymous,” 
Quarterly Journal of Studies on Alcohol, 7 (1946), 
1-88. 


3. Joan K. Jackson, “The Definition and Measure- 
ment of Alcoholism: H-Technique Scales of Preoccu- 
pation with Alcohol and Psychological Involvement,” 
Quarterly Journal of Studies on Alcohol, 18 (1957), 
240-262; also, the same title, with “. .. Time Order 
for Symptoms” added, in same Journal, 18 (1957), 
451-467. 











28 JOURNAL OF HEALTH AND HUMAN BEHAVIOR 


a single item Guttman scaling procedure: 
310 respondents (44 per cent of the drink- 
ers) responded positively to one or more of 
the 12 items. Efforts to scale the responses, 
of this limited population resulted in a Gutt- 
man C. R. of .90, and a minimal marginal 
reproducibility of .758. However, more than 
half made at least one error. 

In order to improve the reliability and, at 
the same time, retain all 12 items, the Stouf- 
fer H-technique was employed.* The result 
was a scale comprised of four “contrived” 
items each consisting of three single items. 
These contrived items and the scoring meth- 
od are indicated in Chart 1. The resulting 
C.R. was .966, and of the 158 persons who 
responded positively to at least one of the 
contrived items, 22 made one error each, 5 
of which were scored V. 

Definitions of alcohol. Having defined the 
three dependent variables of this study— 
drinking vs. abstaining, heavy drinking, and 
alcoholic drinking—there remains the task 
of defining the concept, “definitions of al- 
cohol,” which is thought of as a social psy- 
chological variable, intervening between the 
background sociocultural factors and the de- 
pendent measures of drinking behavior. Here 
is society in the individual, so to speak. The 
individual, through interaction with others, 
has learned to think about, or to define, al- 
cohol in terms of its functions. This concept 
is measured by a cumulative scale of items in 
the form of what “liquor does for me... .” 
It was found that heavy drinkers tend to 
define alcohol for personal effects, such as: 
“liquor helps me forget I am not the kind of 
person I would really like to be;” “liquor 
helps me get along better with other people ;” 
and “it helps me feel more satisfied with 
myself.” Other drinkers are inclined to de- 
fine alcohol, not in these personal terms but, 
rather, in terms of social effects, e.g., “li- 
quor makes a social gathering more enjoy- 
able,” “. . . improves parties,” and so on. 


4. S. A. Stouffer, et al., “A Technique for Improv- 
ing Cumulative Scales,” in M. W. Riley, et al., Soci- 
logical Studies in Scale Analysis (New Brunswick: 
Rutgers University Press, 1954), Chapter 17. 


PREOCCUPATION SCALE AS AN INDEX OF 
ALCOHOLIC DRINKING 


Returning to the Preoccupation with Al- 
cohol Scale, what justification is there for 
considering the 35 respondents who obtained 
scores of I or II on this scale as “alcoholic 
drinkers”, i.e. as persons whose deviant 
drinking behavior constitutes the sine qua 
non of the alcoholism problem? Do they dif- 
fer from other drinkers, and how do they 
compare with independent estimates? 

When Preoccupation Scale types I and II 
were compared with types III and IV, it was 
found that the former, in significantly great- 
er proportions, scored high on each of three 
other measures conceived to be elements of 
a constellation of phenomena representative 
of alcoholism. That is, types I and II were 
more likely to report themselves as heavy 
drinkers, as defining alcohol for its extreme 
personal effects, and as having encountered 
more interpersonal trouble with spouse, boss, 
police, and friends due to drinking. Approxi- 
mately 70 per cent of the 35 persons of scale 
types I and II were high on each of the other 
three measures. By comparison, less than 
one-half as many of the drinkers of scale 
types Iif and IV were high on each of these 
other three measures; that is, 32 per cent of 
the 118 belonging to scale types III and IV 
reported heavy drinking, 28 per cent defined 
alcohol for personal effects, and 21 per cent 
reported interpersonal trouble. All 35 of the 
highly preoccupied were high on at least one 
other measure, all but six were high on at 
least two, and nearly one-half were high on 
all of the other three measures. 

The only independent measure of the prev- 
alence and distribution of alcoholics in the 
general population is the Jellinek. formula, 
which is based on liver cirrhosis deaths.® 
Estimates based on this formula led us to 
expect either 32 or 39 alcoholics in our sam- 
ple depending upon whether a five year 
average of liver cirrhosis deaths, or the 
deaths for the single year 1957, is used in 
the formula. We observed 35 (see column 5 
of Table 1). It led us to expect 29 or 30 


5. See Mulford and Miller, “Drinking in Iowa: V. 
Drinking and Alcoholic Drinking,” Quarterly Jour- 
nal of Studies on Alcohol, 21 (1960), 483-499, p. 487. 
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males, and 29 were observed; and finally, the 
rural-urban and age distributions were in 
the expected direction. Educational and reli- 
gious differences cannot be assessed by 
means of the Jellinek formula, but the pre- 
ponderance of clinical evidence would seem 
to agree with what was found. The findings 
and comparisons which have just been pre- 
sented are taken as some justification for 
treating these 35 highly preoccupied drink- 
ers as representative of persons whose be- 
havior constitutes the heart of the alcoholism 
problem and as likely candidates for the la- 
bel “alcoholic,” and we shall hereafter refer 
to them as such. 


SOCIOCULTURAL VARIATIONS IN ALCOHOLIC 
DRINKING BEHAVIOR 


If there is any possibility that, by means 
of an objective index, we have observed a 
representative sample of alcoholic drinkers, 
then, even though the N is small, that possi- 
bility should be pursued because of the many 
obvious advantages such a sample has over 
other study populations. (The only negative 





29 


evidence leads us to think that the small pro- 
portion of the alcoholic population which is 
on “skid row” may be underrepresented. ) 

In any event, with the data at hand, we 
shall pursue our search for clues to inter- 
pret, or explain, why the several social seg- 
ments of the population seemingly have dif- 
ferent rates of alcoholic drinkers. Actually, 
with only 35 alcoholic drinkers, we are 
forced to turn the question around and ask 
why the different segments of the popula- 
tion are disproportionately represented 
among alcoholics, as can be seen by compar- 
ing columns 5 and 1 in Table 1. 

Instead of comparing rates of alcoholic 
drinkers for the several social segments un- 
der study, we will examine sociocultural dif- 
ferences which appear in the alcoholic popu- 
lation as compared with the sociocultural dis- 
tribution of the other populations indicated 
in the column headings of Table 1—the total 
sample, all drinkers, all heavy drinkers, and 
all heavy drinkers who also define alcohol 
for its extreme personal effects. Our hypoth- 
esis is that the representation of a social seg- 
ment among drinkers and among heavy 
drinkers is of little value for interpreting 


Table 1 


Distribution of Alcoholic Drinkers and Other Populations by Selected Sociocultural Categories in Percentages 








Populations: Per Cent in Each Category 








Sociocultural 1. Sample 2. Drinkers 3. Heavy 4. Heavy... 5. Alcoholics 
Categories N: 1,185 N: 689 drinkers personal N: 35 
N: 105 effects N: 33 
Sex: 
Male 50 58 78 77 83 
Female . 50 42 22 23 17 
Residence: 
Urban 70 75 83 74 83 
Rural 30 25 17 26 17 
Education: 
Grade school 25 22 20 37 44 
(High school 53 54 55 53 47 
College 22 24 25 10 9 
Age: 
21-35 34 40 37 23 17 
36-60 48 49 56 68 71 
61+ 18 11 7 9 11 
Religion: 
Catholic 20 27 34 42 54 
Protestant, denomination 
unspecified 29 28 15 10 12 
Protestant 48 41 38 29 15 
None 3 4 13 19 17 
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their representation among alcoholics as com- 
pared with the greater and more consistent 
explanatory value inherent in identifying 


heavy drinkers who, at the same time, define 


alcohol for its extreme personal effects. 

Assuming that the sociocultural distribu- 
tion for alcoholics indicated in column 5 ap- 
proximates the distribution for alcoholics in 
the Iowa population, then, when comparisons 
are made with the sample distribution shown 
in column 1, we see that the several social 
segments are disproportionately represented 
among alcoholics. The binomial test of sig- 
nificance of difference between proportions 
revealed 13 percentage points or more to be 
significant at the .05 level. 

What may appear to be a partial explana- 
tion of sex differences is found when it is 
observed that males are more heavily repre- 
sented among drinkers than are females. And 
when it is noted that men make up 78 per 
cent of the heavy drinking population, we 
have approximated the sex distribution 
among alcoholics. 

It just happens that, in the case of resi- 
dence, again the figures 83 and 17 appear: 
83 per cent of the alcoholics come from ur- 
ban areas. But 70 per cent of the sample is 
urban; 75 per cent of the drinkers are urban, 
and 83 per cent of the heavy drinkers come 
from urban areas. Thus, the association be- 
tween rates of alcoholic drinking and resi- 
dence become smaller when drinking versus 
abstaining is controlled, and it seems to van- 
ish when heavy drinking is controlled. 

Although holding heavy drinking constant 
would seem to interpret the association be- 
tween alcoholic drinking on the one hand and 
sex and residence on the other, it does not 
so effectively interpret the association be- 
tween alcoholic rates and religion, age, or 
education. 


For example, it can be seen in Table 1 
that, whereas Protestants outnumber Cath- 
olics more than two to one in the general 
population, the proportion of Catholics stead- 
ily increases and the proportion of Protes- 
tants decreases as we move from the sample 
to the drinkers to the heavy drinkers, and go 
on to consider the alcoholic drinkers. Here 
Catholics outnumber Protestants more than 
3.5 to 1. The respective representation of 


these two groups among heavy drinkers is 
not such that it explains their representation 
among alcoholics. And, with regard to educa- 
tion, whereas the grade school educated are 
overrepresented among alcoholics, they are 
slightly underrepresented among heavy 
drinkers; and the reverse is true of the col- 
lege educated. We may conclude that these 
findings support the proposition that, al- 
though drinking and heavy drinking are 
necessary conditions for alcoholic drinking, 
neither rates of drinkers nor rates of heavy 
drinkers in a given social segment are nec- 
essarily associated with rates of alcoholic 
drinkers. 


When the sociocultural distribution of the 
92 drinkers who defined alcohol for its ex- 
treme personal effects was examined it was 
discovered that the proportion either did not 
differ significantly from the proportion 
among heavy drinkers or when there was a 
difference, which there was in about one-half 
of the cases, the distribution of the drinkers 
for personal effects more closely approxi- 
mated the distribution of alcoholic drinkers 
than did the distribution of the heavy drink- 
ers. The case of residence, in which a differ- 
ence of 11 percentage points is involved, may 
be an exception. 

However, when we consider the sociocul- 
tural distribution of persons who are heavy 
drinkers and who, at the same time, drink 
for personal effects as in column 4, the socio- 
cultural distribution of alcoholic drinkers is 
even more closely approximated. Again, with 
the possible exception of residence, in which 
a difference of nine percentage points is in- 
volved, the distribution of heavy drinkers 
who drink for extreme personal effects (col- 
umn 4) more closely and more consistently 
approximates the distribution among alco- 
holics (column 5) than do the figures for 
heavy drinkers (column 3) or the figures 
for the extreme drinkers for personal effects 
described earlier. 

Over all, it was found that the rate of 
alcoholic drinkers among heavy drinkers was 
25 per cent. The rate among the 92 drinkers 
who define alcohol for its extreme personal 
effects was 27 per cent. When we examined 
the population which possessed both of these 
conditions, i.e., were heavy drinkers and at 
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the same time defined alcohol for its extreme 
personal effects, then the rate of alcoholic 
drinkers was 49 per cent; and, although the 
small N (838) dictates caution, this rate 
tended to be similarly high for this class of 
drinkers for each of the social segments in- 
vestigated. 


SUMMARY AND CONCLUSIONS 


In summary, by means of a cumulative 
scale of extreme deviant drinking behavior, 
35 drinkers were distinguished from among 
1,185 respondents representing adult Iowans. 
Evidence was offered that these 35 persons 
manifest the kind of deviant drinking be- 
havior which renders them likely candidates 
for the label “alcoholic.” Close correlations 
with the Jellinek formula estimates led us 
to think they may to some extent represent 
the alcoholic drinkers of Iowa. In any case, 
they report the kinds of behavior that would 
have to be reckoned with in any effort to 
cope with the alcoholism problem. 

The sociocultural distribution of these “al- 


coholic drinkers” was compared with the dis- 
tribution of other categories of drinkers— 
heavy drinkers, personal effects drinkers, 
and heavy drinkers who drink for personal 
effects. It was the sociocultural distribution 


of the latter subpopulation which most close- 
ly approximated that of the alcoholic drink- 
ers. 

These findings indicate the following ten- 
tative conclusions: 

1. The Scale of Preoccupation with Alco- 
hol is, or can be, developed into a useful in- 
strument for etiological and epidemiological 
investigations of deviant drinking patterns. 
It is likely that further studies will reveal a 
more useful cutting point than the midpoint 
of the scale which was used in this initial 
study. Indeed, different cutting points may 
be useful for different purposes. When more 
cases are available for study, the scale may 
be found useful for estimating how far the 
individual has progressed in his deviant 
drinking career. 

2. There is no necessary or invariant re- 
lationship between rates of drinkers, rates 
of heavy drinkers, and rates of alcoholic 
drinkers for the several social segments of 
the Iowa population. 

3. Finally, while heavy drinking is a nec- 
essary condition of alcoholic drinking, a more 
invariant indicator of alcoholic drinking is 
the use of alcohol for its extreme personal 
effects ; and to the extent that heavy drinking 
is valued for its extreme personal effects in a 
given social segment, we can expect a com- 
parable rate of alcoholic drinkers. 


MEDICAL CARE RESEARCH CENTER 


The Medical Care Research Center, established 
earlier this year as a joint venture of the Social 
Science Institute of Washington University and 
Jewish Hospital, has been awarded a five-year 
$564,518 United States Public Health Service grant. 
Its offices are at 216 South Kings Highway, St. 
Louis 10, Missouri. 

Co-investigators of the research program are Dr. 
David Littauer, executive director, Jewish Hospital, 
and Dr. Nicholas J. Demerath, director, Washing- 
ton University Social Science Institute. 

The Center will encourage cooperative research 
activities by professional medical and administra- 
tive persons and social scientists in studies of the 
organization and administration of health services 
in the general hospital and the community. Involved 
in studies will be sociologists, industrial engineers, 
cost accountants, medical economists, psychologists, 
physicians, nurses, and hospital administrators. The 


ultimate objective is to find the best types of pa- 
tient care at the lowest possible cost. 

Both short and long-term studies will be con- 
ducted in the Center under the supervision of 
project directors representing specialty areas in the 
social sciences and medical administration. 

Project directors will include Dr. Gerald Nadler, 
chairman, Washington University Department of 
Industrial Engineering; Dr. Alvin W. Gouldner, 
chairman, Washington University Department of 
Sociology-Anthropology; Dr. Burton Weisbrod, as- 
sistant professor of economics; Dr. Jay Goldman, 
assistant professor of industrial engineering; David 
A. Gee, associate director, Jewish Hospital, and Dr. 
Albert F. Wessen, assistant professor of sociology 
and psychiatry at the university and medical soci- 
ologist at the hospital. Dr. Wessen is also acting 
executive director of the Center. 
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THE CONTROL OF SICK-CARE FUNCTIONS IN THE 
HOSPITALIZATION. OF A CHILD: FAMILY 
VERSUS HOSPITAL* 


Joseph Greenblum, M.S., M.P.H. 


HYPOTHESIS 


The hospitalization of a child for a rela- 
tively long period implies the transfer of 
various parental functions to hospital per- 
sonnel and the curtailment of others. At least 
two major functions are subject to transfer: 
the physical sustenance of the child and his 
socialization into paths of desirable behavior. 
The ordinary performance of these functions 
in the modern family setting is a significant 
aspect of the parental role. However, control 
of these functions, in a large measure, is 
derived from their effective performance. On 
the other hand, the modern hospital, as a 
social organization, attempts to perform 
many functions similar to those within the 
family. At least two broad types of hospital 
functions may be delineated: instrumental 
and primary. The first refers to the medical 
tasks associated with the care and treatment 
of illness, including the provision or with- 
holding of medical information to patient 
and family.’ The second refers to the diverse 
arrangements for attending to the socio- 
emotional needs of patients, such as the phys- 
ical surroundings, nursing attitudes, and 
visiting hours.? When the child is transferred 


*I am indebted to John Colombotos for his val- 
uable critical comments. Acknowledgment is also 
due to the following members of the Polio Project, 
Psychiatric Institute, University of Maryland School 
of Medicine: the late Jacob E. Finesinger, M.D., 
Harvey A. Robinson, Joseph Bierman, M.D., Fred 
Davis, Arthur Silverstein and Toba Tahl. The proj- 
ect, in which I participated, was aided by a grant 
from the National Foundation and is the source of 
the data reported in this paper. 


1. The instrumental nature of the communication 
of medical information—in this case the physician’s 
use of medical prognosis in the management of 
polio patients and their families—is clearly illus- 
trated in Fred Davis, “Uncertainty in Medical Prog- 
nosis, Clinical and Functional,’ American Journal 
of Sociology, 66 (1960), 41-47. 


School of Public Health and 
Administrative Medicine, 
Columbia University 


to the hospital, parents are constrained to 
transfer their control of these functions and 
to surrender the roles concerned with them. 
Parsons and Fox have argued that, in the 
event of illness in the family, the social or- 
ganization of the modern urban nuclear fam- 
ily makes it increasingly necessary, not mere- 
ly convenient, to surrender its traditional 
sick-care functions to the hospital.* If we 
conceive of these functions as composed of 
primary and instrumental components, we 
may inquire about possible differences in 
willingness to transfer control of one com- 
ponent function as compared with the other, 
and about differences in resistance to the 
transfer of roles associated with these two 
components. While other modern institutions 
have assumed specialized functions tradi- 
tionally exercised by the family, the latter 
has tended to retain those functions con- 
cerned with gratification of the personality 
needs of its members and with cushioning 
the stresses experienced by them in other 
life spheres. Similarly the family is expected 
to cede to the modern hospital the technical 
aspects of medical care while seeking to 
maintain control of the related socio-emo- 
tional problems of its patient-member. There- 
fore, the hypothesis is that parents are more 
willing to give up control of the instrumental 
functions involved in the sickness situation 
than of the associated primary functions. 


THE DATA 


The longitudinal, qualitative data collected 
in the study of long-term hospitalization of 


2. Similar terms and definitions are utilized in 
a study of patient adaptation to a hospital, by 
Rose L. Coser, “A Home Away From Home,” Social 
Problems, 4 (1956), 3-17. 

3. Talcott Parsons and Renée Fox, “Illness, Ther- 
apy and the Modern Urban American Family,” 
Journal of Social Issues, 8 (1952), No. 4, 31-44. 
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children reported below, while not constitut- 
ing a rigorous test of the hypothesis, permit 
a consideration of its applicability in differ- 
ent phases of hospitalized illness and suggest 
modification of the hypothesis. The data also 
allow preliminary consideration of some con- 
sequences of reassumption of formal control 
by the parent after the child’s discharge 
home from the hospital. 

The observations for this report were de- 
rived from a long-range, longitudinal study 
of the psychological and social impact of 
paralytic poliomyelitis on children and their 
families. All cases residing in the Baltimore 
metropolitan area who met the criteria 
(white, age 4-12, lower-extremity involve- 
ment only) were admitted into the study im- 
mediately after hospitalization during 1954 
and 1955. They and their parents were inter- 
viewed within the first week—or if this was 
not possible soon thereafter—and at regular 
intervals over a period of one and one-half to 
two years, divided into three phases: (1) 
acute—the first few weeks, coordinate with 
the child’s stay in the acute hospital; (2) 
convalescent—between three and six months, 
covering the child’s stay in a children’s orth- 
opedic convalescent hospital; and (3) post- 
hospital—lasting about one year after dis- 
charge home from the convalescent hospital. 
Primarily open-ended, unstructured inter- 
viewing was employed throughout. The ap- 
pearance of the Salk vaccine during the early 
stages of case selection caused a sharp de- 
crease in the number of cases that had been 
expected: eighteen patients and their parents 
were admitted to the study and interviewed 
in the first phase. Of these, fourteen patients 
and their parents cooperated in reinterviews 
throughout the three phases of the study. 


PARENTAL DISSATISFACTION WITH HOSPITAL 
CARE BY PHASES OF TREATMENT 


We have assumed that parents’ dissatis- 


faction with the following four aspects of 
hospital care reflects their resistance to 
transfer parental control of the respective 
functions. Two of these we have classified 
as instrumental: (1) adequacy of medical 
treatment and (2) adequacy of medical in- 
formation and communication. Two others 
are classified as primary: (1) visiting privi- 
leges and (2) physical surroundings and care 
(including food, hospital room and general 
atmosphere of ward). 

Dissatisfaction with medical treatment 
implies the parent’s claim to competence in 
the management of the child patient. Dis- 
satisfaction with the adequacy of medical in- 
formation and communication implies the 
parent’s “right’’ to obtain full knowledge of 
the child’s health status. Dissatisfaction with 
visiting privileges implies the parents’ desire 
for direct and unlimited access to and com- 
munication with the child. Dissatisfaction 
with physical surroundings and care implies 
the parent’s desire for a home-like environ- 
ment including parent surrogates and age 
peers. 


Acute Phase 


Parents were asked during the acute phase 
interviews to evaluate each of these four 
aspects of hospital care. Responses were 
later classified as satisfied, ambivalent, or 
dissatisfied. (“Ambivalent’” refers to re- 
sponses that were intermediate or vacillated 
between satisfaction and dissatisfaction.) A 
relatively large number, however, could not 
be classified. These included respondents who 
were not asked for a response to an item 
(nor could a relevant response be found in 
other parts of the interview), and ambiguous 
responses. These were due to the unsystem- 
atic mode of interviewing which often had to 
be employed in the “crisis atmosphere” of the 
acute phase. The distribution of these re- 
sponses appears in Table 1 below. 


Table 1 
Parents’ Estimate of Treatment and Care in the Acute Hospital 
(Total, 33 parents) 











Aspects of Care— Satisfied | Ambivalent Dissatisfied Unclassified* 
Physical surroundings and care 7 6 10 10 
Visiting privileges 9 10 4 10 
Adequacy of medical information 

and communication 17 5 2 9 
Adequacy of medical treatment 16 1 0 " 16 





*Ambiguous and “not ascertainable” answers. 
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Dissatisfaction increases with the rele- 
vance of the item to primary functions: 
there are no dissatisfied responses for ade- 
quacy of treatment, a slightly larger number 
for medical information, and increases for 
the two primary items, the largest number 
for the “physical surroundings and care” 
item. Parents give mostly satisfied answers 
for the two instrumental items, tend to be 
ambivalent on visiting privileges, and dis- 
satisfied with physical surroundings and 
care. 

The largest number of dissatisfied re- 
sponses for physical surroundings and care 
was concerned with complaints about food 
and feeding. Other complaints dealt largely 
with room location and distance from the 
visitors’ area as well as with general un- 
pleasantness of the atmosphere of the room 
and hospital. Thus sustenance roles were 
carefully guarded by parents. In addition 
some parents expressed feelings that ordi- 
nary family communication patterns 
were unduly curtailed by the hospital’s phys- 
ical arrangements. Thus one father and mo- 
ther, who were accustomed to “explaining” 
everything to their daughter patiently and in 
detailed manner, felt they could not talk to 
her about her disease because there was “too 
much excitement” in the hospital. Another 
mother complained that she and her hus- 
band “couldn’t ask him too much... he was 
so far away from us,” and that there was a 
lack of privacy on the ward. 

The large number of ambivalent responses 
regarding visiting privileges is due to par- 
ents’ complaints that hospital rules provide 
far too few and inconvenient visits, even 
while recognizing the legitimacy and neces- 
sity of such rules. Sheer physical contact 
with and access to the child guaranteed by 
the visit seems to be a right demanded by 
parents and an area of strain between hos- 
pital and family. 

Parents manifested great concern with 
these primary functions because of their 
stated need to comfort the child in a phase 
marked by the child’s apparent physical suf- 
fering and by a crisis atmosphere. The ordi- 
nary comforting role performed by parents 
in the home was severely curtailed in the 
acute hospital setting, both because of limits 
on visiting frequency as well as because of 


the physical environment in the ward. The 
latter involved sheer physical distance and 
isolation of parent from child, such as glass 
partitions or other obstacles to contact; it 
also involved, from the parents’ viewpoint, 
drab mournful surroundings. Thus, in a few 
instances, parents reported great satisfac- 
tion to the interviewer when they learned 
that certain hospital personnel were spend- 
ing time or playing with their child to a 
greater extent than they expected. 

The relative satisfaction with the hos- 
pital’s performance of instrumental func- 
tions in this phase needs some comment. Al- 
though parents generally are aware, at the 
time of the interview, that medical person- 
nel can do relatively little about changing 
the course of the disease in the acute phase, 
they do not attribute this to lack of compe- 
tence but merely to the level of knowledge 
available to the medical profession. The le- 
gitimacy of these personnel in the eyes of 
parents is therefore unimpaired. Parents, 
from the onset of the disease, i.e., from the 
moment the disease is diagnosed as polio, 
assign control of medical care to the doctor 


- and the hospital. They transfer their role 


of “lay doctor” and the medical functions 
connected with it. Thus despite the fact that 
medical functions cannot be effectively per- 
formed, parents do not express dissatisfac- 
tion and do not indicate desire to control this 
function. 

However, when parents perceive ineffec- 
tive performance by the hospital of primary 
functions, they freely express dissatisfaction, 
indicating a desire to exercise some control 
of these functions. In short, they have not 
surrendered their competence in making 
judgments about these primary functions as 
they have in the case of medical instrumental 
functions. 


Convalescent Phase 


Does the extent of parental dissatisfaction 
with the various hospital functions increase, 
decrease or remain stable during the conva- 
lescent period? Over which of these functions 
do parents seek to reassert or retain a meas- 


4. Based on data in the first interview with 
parents which reviews prior events beginning with 
the initial symptoms. 











FAMILY VERSUS HOSPITAL 35 


ure of control? Is there a shift or change in 
parental focusing among these function- 
areas with prolonged hospitalization? 

In frequent, regular interviews during 
this period, parents were encouraged to dis- 
cuss their attitudes and relations to the hos- 
pital and its personnel, although these inter- 
views did not inquire systematically about 
parents’ estimates of the various hospital 
functions. Thus, although convalescent phase 
data could not be classified as in the acute 
phase demonstrated above, it is possible to 
make impressionistic observations of the 
trends. 

A general decrease in parental dissatisfac- 
tion with hospital performance of primary 
functions could be discerned. However, there 
is a heightening of dissatisfaction and grow- 
ing concern with the effective performance 
of the instrumental functions. A crude dia- 
gram of the trends in parental dissatisfaction 
with hospital functions from the acute 
through the convalescent period is suggested 
by the data (Figure 1). Between the two 
periods the rank order of hospital functions 
by decreasing degree of dissatisfaction is 
altered markedly. 


FIGURE 1, CHANGES IN THE EXT™NT OF THE DISSATISFACTION OF PARENTS 
WITH FOUR HOSPITAL FUNCTIONS THROUGH TWO PERIODS OF HOSPITALIZATION 
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While in the acute phase primary func- 
tions are the greater focus of dissatisfaction, 
in the convalescent phase at least one instru- 
mental function, medical information and 
communication, becomes a greater focus of 
parental dissatisfaction and concern than do 
any of the primary functions. Toward the 
end of the convalescent hospital period and 
continuing into the posthospital period, 
physical surroundings and care tends to be 
a diminishing concern, and adequacy of 
medical treatment becomes, for some par- 
ents, a greater focus of doubt and dissatis- 
faction. 

There is strong evidence that parents be- 
come more satisfied with physical surround- 
ings and care in the convalescent hospital: 
they often note marked improvement in the 


physical arrangements, the ward, the gen- 
eral atmosphere, and. the lack of physical 
obstruction at the bedside during visits. They 
frequently, too, find satisfaction with the 
“tender loving’ care given by hospital per- 
sonnel, including nurses, physiotherapists, 
and aids. As regards the attitude to food and 
feeding, the extent of dissatisfaction seems 
generally to decline, remaining stable how- 
ever among some parents. One mother’s in- 
creased dissatisfaction with hospital feeding 
functions represents a deviant case; her ex- 
treme near-pathological concern® indicates 
her strong resistance to transferring tempo- 
rary control of her child, here expressed in 
an accentuation of her maternal sustenance 
role. 

Dissatisfaction with the hospital’s policies 
regarding visiting privileges seemed gen- 
erally to increase or to remain stable. No de- 
creasing trend could be discerned among any 
number of parents. Parents often expressed 
to the interviewer their dissatisfaction with 
the weekly or twice-weekly visiting privi- 
leges allotted to them. This frequency repre- 
sented a decline from the daily, or almost 
daily, visiting permitted at the acute hos- 
pital. Thus the most salient primary func- 
tion on which parents focused dissatisfac- 
tion against the convalescent hospital seemed 
to be that regulating direct control with and 
access to the child, which in turn limited 
parental control in the hospital. 

Despite this emphasis on visiting, the in- 
crease of parental dissatisfaction with the 
hospital’s function of communicating medi- 
cal information to parents was the most un- 
ambiguous and marked trend. This function 
includes the provision of information about 
the child’s disability as well as opportunities 
to parents for contact with hospital person- 
nel, especially physicians. Along with this 


5. This deviant relationship to her child, focused 
around food, became the subject of a special psycho- 
dynamic analysis by psychoanalytically oriented 
members of the project staff. See J. S. Bierman, 
A. B. Silverstein, and J. E. Finesinger, “A Depres- 
sion in a Six-Year-Old Boy with Acute Poliomye- 
litis,’ The Psychoanalytic Study of the Child, 13 
(1958), 480-450. Our own analysis of this case sug- 
gests a deviant relationship between two social sys- 
tems, family and hospital, with respect to transfer- 
ring control of a familial function involved in child 
socialization. 
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sharp rise, there is another increase, al- 
though not as marked, in parental dissatis- 
faction with the hospital’s and the doctor’s 
performance of technical medical care func- 
tions. 

Throughout the convalescent hospital per- 
iod, many, perhaps most, parents expressed 
to the interviewers their concerns and criti- 
cisms regarding the inaccessibility of hos- 
pital staff doctors for consultation during 
their weekly visits to their children at the 
hospital. Parents expected the hospital doctor 
to respond like their “family doctors” in this 
respect. Little or no new information was 
available weekly about the child’s condition, 
due to the relatively imperceptible and infre- 
quent changes that characterize polio dis- 
ability during this period. However, parents 
demonstrated their “right’’ to medical infor- 
mation by seeking substitute sources of con- 
sultation: physiotherapists at the hospital,® 
parents of other polio patients whom they 
met while visiting their child, as well as, in 
some cases, their “family” physicians. In 
contrast, in the acute phase, and in the early 
periods of the convalescent phase, change 
was more visible and dramatic and tended to 
“tell its own story.” 

Given the fact that little knowledge about 
the future course of the disability was com- 
municated to parents in both acute and con- 
valescent phases, why was more dissatisfac- 
tion and concern with access to medical in- 
formation expressed during the latter phase? 
One reason seems to be the increasing length 
of hospitalization in the convalescent period. 
Parents sought to abate their anxieties about 
prolonged separation and time of discharge 
through more authoritative knowledge from 
the physician about the pace of recovery and 
the amount of residual disability to be ex- 
pected, as well as through the emotional 
understanding they expected from such an 
authority figure. They often sought conso- 
lation rather than consultation. 

In addition, the hospital physician found 
it necessary, in managing the patient and his 
family in a hospital setting, to limit his com- 


6. For an analysis of the functions of the physio- 
therapist in shaping parents’ and children’s perspec- 
tives of progress in recovery, see Fred Davis, “Defi- 
nitions of Time and Recovery in Paralytic Polio 
Convalescence,” American Journal of Sociology, 61 
(1956), 582-587. 
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munications to parents regarding prognosis 
to vague uncertain expressions. Although, in 
the first month of the disability, physicians 
are clinically unable to prognosticate the ex- 
tent of terminal residual handicap, “‘reason- 
ably sound” prognoses can be made by the 
third month, i.e., during hospital convales- 
cence. However, the mood of clinical uncer- 
tainty is extended to longer, indefinite per- 
iods in order to forestall the “unmanageable” 
emotional reactions that might ensue if a 
frank prognosis were communicated. The 
physician’s inaccessibility for consultations 
with parents during visiting hours is related 
to this pretended uncertainty.? Although this 
arrangement may prove functional for the 
physicians and the treatment system of the 
hospital, our evidence indicates that its con- 
sequences for the performance of the par- 
ental role are dysfunctional: parents seemed 
aware of the physician’s evasive behavior 
and felt they were denied legitimate informa- 
tion about the child’s physical status and 
identity. 

There is also some evidence of increased 
parental dissatisfaction with the hospital 
personnel’s performance of technical medi- 
cal functions—especially the physician—and 
of expressions by parents challenging their 
exclusive competence and claiming a degree 
of parental competence in the performance 
of these functions. Decisions about fixing 
the date of discharge were often subject to 
parental intervention. Frequently parents 
expressed strong inclinations for earlier or 
premature discharge, sometimes to meet tar- 
get dates (such as Christmas or Easter). In 
one case, this desire by a mother was coupled 
with a declaration of competence to carry 
out the physiotherapeutic functions that were 
being performed for her child at the hospital. 
Such a claim on a medical care role was an 
excuse for her request to return the child 
home which, in turn, would enable her to re- 
store more fully her maternal riles and social- 
ization controls. Further evidence of parental 
doubt and skepticism about the medical com- 
petence of hospital and doctors during the 
period of convalescence is indicated in later 


7. This phenomenon of “evasion” in the physician’s 
management of the patient and his family is more 
fully analyzed in Fred Davis, “Uncertainty in Med- 
ical Prognosis, Clinical and Functional,” op. cit. 
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posthospital interviews. (Patients continued 
to visit the hospital’s out-patient clinic peri- 
odically after their discharge home.) One 
mother of a severely disabled child expressed 
lack of faith in her hospital physician and 
inquired persistently of the interviewer 
about facilities at Warm Springs, Georgia. 
A father of another severely disabled child 
wondered about the lack of certain hydro- 
therapy procedures for his child during hos- 
pitalization. Another mother inquired about 
the possibility of having a doctor visit her 
child at home when she heard of such visits 
in the case of another patient. Other parents 
perceived a need for more frequent visits 
and intensive treatment by a physiotherapist 
although this had not been indicated by the 
physician. 

Less dissatisfaction, however, was general- 
ly expressed by parents about the perform- 
ance of technical medical functions than 
about the provision of medical information. 


This finding is in conformity with a similar. 


finding of a study of the wives of hospital- 
ized mentally ill husbands.’ They found a 
considerably larger proportion of rejected 
requests (to the hospital psychiatrist) for 
the purpose of information led to dissatisfac- 
tion by the wife than did rejected requests 
for the purpose of altering the course of hos- 
pitalization. They conclude that the differ- 
ence is due to the wife’s conception of the role 
of the doctor. The wife perceives the doctor’s 
decisions about altering the course of hos- 
pitalization as reflecting his authority to di- 
rect treatment and as evidence that the wel- 
fare of the patient is his first concern. On the 
other hand the wife defines the doctor’s de- 
cisions regarding provision of information 
about the patient or the disease as relevant to 
her “right to information.” This interpreta- 
tion would seem to fit our finding. This study 
also tends to support the suggestion that pro- 
longed hospitalization, not hospitalization 
per se, intensifies the family’s desire for in- 


8. Leila C. Deasy and Olive W. Quinn, “The Wife 
of the Mental Patient and the Hospital Psychi- 
atrist,” Journal of Social Issues, 11 (1955), No. 4, 
49-60. It is interesting that mental illness is similar 
to paralytic polio in at least the following respects: 
relative unpredictability of the course of the illness 
in its early stages, prolonged hospitalization, and 
relative lack of visibility of continual changes in 
the recovery process. 


formation about the patient’s condition and 
prognosis.® 


Some Consequences for the 
Posthospital Phase 


The above analysis has focused on the 
family’s reaction to a formal transfer of 
parental controls during the child’s hospital- 
ization. What are the consequences of this 
transfer for the period when the child re- 
turns home and family controls are formally 
reinstituted? Parsons and Fox have written 
of the problem of “desocialization,” or un- 
learning, the process by which the patient 
acknowledges the role and authority of the 
medical personnel and by which he is simul- 
taneously stripped of his ‘“‘normal’’ rights as 
well as duties, when he enters the hospital.?° 
This poses the problem of “resocialization,” 
or relearning, when the patient returns to 
his former environment. Coser has suggested 
that patients who were most adapted to hos- 
pital routines may have a “trained inca- 
pacity” to readjust to home life. 

The interview data in the posthospital 
period do not permit a systematic analysis 
of possible effects of hospital control on the 
child’s behavior, nor of the possible relation 
of familial resistance to hospital controls (as 
indicated by parental dissatisfaction with the 
hospital’s performance of primary and in- 
strumental functions) and subsequent child 
adaptation in the family setting. However, 
they do yield impressionistic evidence, based 
on parental complaints about their child’s 
behavior and on interviews with children, 
that posthospital adaptation often involves 
problems of “trained incapacity” and reso- 
cialization into the family. From the family’s 
perspective, the child’s new behavior may 
be characterized as dysfunctional, or inap- 
propriate. However, from the perspective of 
other groups and institutions with which the 


9. A study of adult patients seen in the medical 
clinic of a large metropolitan medical center sug- 
gests that outpatient care is similar to acute hos- 
pitalization in this respect: it was found that little 
demand for information was made by patients from 
their physician. See Lois Pratt, Arthur Seligmann, 
and George Reader, ‘Physicians’ Views on the Levels 
of Medical Information among Patients,” American 
Journal of Public Health, 47 (1957), 1277-1283. 

10. Parsons and Fox, op. cit. 

11. R. L. Coser, op. cit. 
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child may later have contact, his behavior 
may be functional, or appropriate. 

It is possible to point to behavior learned 
by the child in the hospital, which, after his 
return home, is inappropriate to family 
norms, style of life and expectations. Two 
bases for such inappropriate behavior are 
suggested. In the first, social class differences 
between family and hospital in child-rearing 
norms seem to be responsible. Thus prestudy 
interviews with Negro polio children demon- 
strated a discrepancy between the hospital’s 
middle-class norms of child care and those 
of the lower-class ethnic family environment 
from which the children originated. These 
prestudy interviews found that these chil- 
dren were unhappy about leaving the hos- 
pital and returning home because of the su- 
perior food and physical facilities as well as 
possible differences in “tender loving care.” 
Unfortunately it was not possible to follow 
these children into their homes, after dis- 
charge, to study the development of possible 
strains between them and their families due 
to persisting differences between their new 
expectancies and existing family patterns. 

The second basis of inappropriate child 
behavior suggested is the different norms 
associated with group structure and division 
of labor in the hospital ward in contrast to 
those of the family. This was reflected fre- 
quently in two types of parents’ complaints 
about their child’s behavior: “lack of respon- 
sibility” and “possessiveness.” Parents often 
were surprised that the child failed to “pitch 
in” in performing or assisting in family 
tasks, and that he made excessive demands 
on parents, such as “getting things” in the 
next room that were easily accessible by his 
own efforts. This “lack of responsibility” 
may have been cultivated in the child by the 
hospital’s limited demands on the sick role. 
Hospital tasks akin to those performed with- 
in the family are subdivided routinely among 
highly specialized personnel. The hospital, 
thus, may not emphasize a norm of obliga- 
tion among its child patients to the common 
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tasks of the ward or the group. On the other 
hand one family was proud that their son 
helped in cleaning the house Saturday morn- 
ing as did the other children, in effect point- 
ing to the child’s relearning of family roles 
and his integration into the family. 

The frequent complaint of parents that 
their child showed increased “possessive- 
ness” since discharge from the hospital may 
also reflect the “trained incapacity” of the 
child to depart from the more individualistic 
norms of the hospital ward regarding the 
ownership and use of toys and playthings, 
and to readopt the more collectivistic norms 
of the family with respect to possessions. 
One parent remarked that the nurses would 
go up and down the ward clutching a stray 
toy, asking to whom it belonged. She won- 
dered if this was related to her child’s greater 
“possessiveness” at home. She said she ordi- 
narily encouraged sharing of playthings 
among her children. 


CONCLUSION 


The above analysis has suggested that fur- 
ther study is needed to elucidate more pre- 
cisely the relation between familial and hos- 
pital structures in performing those instru- 
mental and primary functions involved in 
the treatment and rehabilitation of children 
with a long-term disability. A key concept sug- 
gested as helpful in understanding this rela- 
tion is the transfer of parental functions and 
their accompanying roles. The analysis of 
parents’ reactions to various aspects of the 
long-term hospitalization of their children 
suggests a need to reformulate the hypothesis 
that parents are more willing to transfer in- 
strumental than primary functions. Such a 
reformulation should take account of the 
length of hospitalization and the uncertainty 
of the medical prognosis. In the execution of 
such studies, there is a need for employing 
both longitudinal or panel study designs and 
more rigorous techniques of collecting data. 
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DIVERSITIES IN CONCEPTIONS OF HEALTH 
AND PHYSICAL FITNESS* 


Barbara Baumann, M.A. 


THE PROBLEM 


In recent years, sociologists as well as 
physicians have devoted an increased amount 
of attention to the study of attitudes toward 
health and illness. Koos, for example, dis- 
cusses the relationship of socioeconomic 
status to attitudes toward health and illness, 
and reports that an attitude of indifference 
to symptoms is expressed more frequently as 
one descends the socioeconomic scale.! Di 
Cicco and Apple, in a study of persons over 
sixty-five of low socioeconomic status, report 
that, for their sample, “health was impor- 
tant only as it became poor health and inter- 
fered with daily activity and maintenance 
of independence.’ Weeks, Davis, and Free- 
man suggest that apathy toward medical care 
is related to the economic value placed on 
health in comparison with other expendi- 
tures.* Either explicit or implicit in these 
studies is the concept that different attitudes 
toward health may reflect different mean- 
ings that are attached to the term. For some 
individuals, ability to carry on usual activi- 
ties is central to their conception of good 
health. For others, good health is identified 


*This research is part of a study supported by 
the Commonwealth Fund and conducted under the 
auspices of the Comprehensive Care & Teaching 
Program, George G. Reader, M.D., Director. 

The author gratefully acknowledges the sugges- 
tions of Dr. Reader, Mary E. W. Goss, Ph.D., Gene 
Kassebaum, Ph.D., and Margaret Olencki, M.A., in 
the preparation of this report. 


1. Earl L. Koos, The Health of Regionville (New 
York: Columbia University Press, 1954). 


2. Lena Di Cicco and Dorrian Apple, “Health 
Needs and Opinions of Older Adults,” in Dorrian 
Apple (ed.), Sociological Studies of Health and Sick- 
ness (New York: McGraw-Hill Book Co., 1960), pp. 
26-40. 


3. H. Ashley Weeks, Marjorie Davis, and Howard 
Fréeman, “Apathy of Families Toward Medical 
Care,” in E. Gartly Jaco (ed.), Patients, Physicians 
and Illness (Glencoe: The Free Press, 1958), pp. 
159-165. 
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with “physical fitness,” conceived as an ab- 
solute state attainable by following certain 
rules, and which may be assessed in terms of 
performance on various tests of gyr nastic 
proficiency.’ 

It is therefore clear that, before any mean- 
ingful comparison of attitudes can be made, 
it must first be established that the objects 
of the attitudes are indeed comparable. The 
above citations indicate that, in the case of 
terms like “health” and “physical fitness,” 
such an assumption may sometimes be un- 
warranted. Before evaluating an individual’s 
attitude toward health, one must ascertain 
the conception he holds of the term. Conceiv- 
ably, persons may fail to respond to measures 
designed to improve their health because 
they fail to perceive the measures as related 
to their conception of health. When such a 
difference in conception goes undetected in 
the interaction between physician and pa- 
tient, each party may find the other’s atti- 
tudes incomprehensible, and, in consequence, 
an unnecessary strain may be imposed on the 
doctor-patient relationship. 

The study reported here examines concep- 
tions of health and physical fitness held by 
two groups of respondents who have reason 
to be concerned with such matters from dif- 
ferent perspectives of the doctor-patient re- 
lationship; one is a group of patients, the 
other, a group of medical students. The re- 
lationship of conceptions of health to other 
characteristics of the respondents is also ex- 
plored. 


METHOD 


The group of patients consisted of 201 
persons with one or more chronic illnesses 


4. W. Kenneth Lane, M.D., “The Role of the Pedi- 
atrician in the Physical Fitness of Youth,” Journal 
of the American Medical Association, 169 (1959), 
421-427. Also, “Fort Ritchie Conference on Youth 
Fitness,” Journal of the American Medical Associa- 
tion, 169 (1959), 46-47—an editorial. 
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as primary diagnoses, who attended the Gen- 
eral Medical Out-Patient Clinic of The New 
York Hospital during a three-month period 
in 1958. The diagnoses represented are the 
three most prevalent among the clinic popu- 
lation: arteriosclerotic heart disease (57 pa- 
tients), diabetes (46 patients), and psycho- 
neurosis (47 patients). The remaining 51 
patients had more than one of these primary 
diagnoses, and are referred to as patients 
with “multiple diagnoses.” The group of stu- 
dents consisted of 262 persons in the first 
three years of medical school at an eastern 
university. 

The two groups were widely divergent in 
age, educational background, and socioeco- 
nomic status. Almost without exception, the 
medical students were in their early twen- 
ties, and had, of course, attended college. In 
contrast, although age and education in the 
patient group ranged widely (from fourteen 
to ninety years, and from no formal school- 
ing to college degrees) the average age of the 
patients was 56, and the average educational 
level attained was eighth grade. Since a limi- 
tation on income is one criterion for eligibil- 
ity as a clinic patient, all of the patients have 
incomes of $5200 or less. Unintelligible re- 
sponses and failures to respond reduced the 
number of cases to 182 from the patient 
group and 252 from the student group. 

The following question was posed to the 
two groups of respondents, in an interview 
in the case of the clinic patients, and in a 
self-administered questionnaire in the case 
of the medical students: 


We are trying to find out more about what 
people regard as “health,” or as being “phys- 
ically fit.” What do you think most people 
mean when they say they are in very good 
physical condition? 

The question was phrased in this manner in 
order to permit maximum freedom in reply- 
ing. By asking what “most people” mean, it 
was hoped that replies would reflect the re- 
spondent’s own conceptions, but would avoid 
the self-conscious, artificial answers that a 
direct request for a definition often elicits. 
Also, in the case of the medical students, the 
investigators wished to reduce the likelihood 
of receiving highly technical responses which 
the students would not be apt to make to 
laymen. In this respect, the question must be 


JOURNAL OF HEALTH AND HUMAN BEHAVIOR 





considered to have achieved its purpose, since 
there were no replies in terms of blood-pres- 
sure readings, red blood cell counts, or the 
like. 

A content analysis of the responses was 
carried out® and recurrent themes emerged 
which appeared to reflect three general ori- 
entations to health, physical fitness, and good 
physical condition. The terms appeared to be 
perceived by the respondents as interchange- 
able, since in only one case did a respondent 
(a medical student) discriminate among 
them. 


RESULTS 


The first type of response refers to a gen- 
eral feeling of well being, and has been called 
a “feeling-state orientation.” The second type 
identifies health with the absence of general 
or specific symptoms of illness, and has been 
called “symptom-orientation.” The third type 
consists of responses phrased in terms of 
what a person who is in good physical con- 
dition should be able to do, and has been 
called “performance orientation.” 

Typical of the responses classified as ex- 
pressing a feeling-state orientation received 
from both the medical students and the clinic 
patients are the following: 


They mean they are alert, satisfied, ener- 
getic, and good-humored. (Medical student). 


They just feel perfect—I can’t explain it. 
Nothing bothers them. They’re always in 
good spirits, never irritable or cranky, and 
have a good outlook on life. (Office worker 
with diabetes and arteriosclerotic heart dis- 
ease, hereafter designated by ASHD). 


Clinic patients whose responses were 
symptom-oriented often described the symp- 
toms of their own diseases, and indicated 
that a healthy or physically fit person would 
be one who did not have these symptoms. Re- 
sponses of symptom-oriented medical stu- 
dents typically lacked a personal referent, 
and tended to describe a general symptom- 
free state, as comparison of the following 
typical responses will illustrate: 


She or he doesn’t get dizzy spells, or pain 


5. Bernard Berelson, Content Analysis in Com- 
munications Research (Glencoe: The Free Press, 
1952). 
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in the arms like I do. Such people wouldn’t 
get other things I’ve had—the pressure in 
my chest, for instance. (Housewife with 
ASHD). 


Most people consider they are in good 
health when they are unaware of any dis- 
ease process being present. I would define 
it as the absence of any predisposition to 
disease, no pain, fatigue, or loss of appetite; 
a total absence of somatic complaints. (Med- 
ical student). 


Among the performance-oriented, only 
nine persons, all from the group of medical 
students, emphasized physical fitness pri- 
marily in terms of athletic prowess. In both 
groups of respondents, the great majority of 
people who talked about what a physically fit 
person should be able to do mentioned every- 
day activities connected with the discharging 
of usual role obligations: shopping, working, 
social activities, and the like. In fact, were 
it not for differences in vocabulary between 
the two groups, it would be difficult to tell, 
on the basis of content alone, which re- 
sponses came from clinic patients and which 
from medical students. These are typical re- 
plies: 


Most people mean they are able to carry 
on their normal life—business, social, and 
recreational obligations—without restriction. 
(Medical student). 


Doing the subway and bus crowds without 
difficulty. Being able to put in a 40-hour 
week and still have enough strength for so- 
cial life. (Salesman with psychoneurosis). 


They’re able to work, do household chores, 
shopping, washing and ironing, whatever 
would be expected of them. (Housewife with 
ASHD and diabetes). 


Of the nine responses which referred to 
the ability to perform in situations other 
than the normal routine of everyday life, the 
following is a typical example: 


They mean they are in the top fraction of 
their age group in physical strength and 
stamina. Such persons could play a brisk 
game of tennis without becoming exhausted 
or muscularly ruined the next day. (Medical 
student). 


The extremely small number of responses 
which mentioned ability to pass tests of 
physical agility or endurance, or even to en- 
gage in strenuous athletic recreation, sug- 


gests that physical fitness is not perceived 
in these terms, even among a majority of 
young men in their twenties. Since it is the 
more youthful segment of the population at 
which exhortations to achieve fitness via 
calisthenics are usually directed, it is possible 
that such campaigns may be ineffective if 
their immediate goals are not perceived as 
relevant to the fulfillment of social roles. On 
the other hand, it must be considered that 
were the same question posed to a group of 
marine recruits, for example, one would ex- 
pect considerably more emphasis on these 
aspects. ; 

While the foregoing illustrations have rep- 
resented typical examples of each single ori- 
entation, such “single-minded” conceptions 
of health were actually in the minority. In 
the majority of cases, two or three orienta- 
tions could be distinguished in the responses 
of a single individual.® For example, the first 
of the following responses is clearly both 
feeling-state and symptom-oriented, the sec- 
ond is symptom-oriented and performance- 
oriented, and the last partakes of all three 
orientations. 


When one feels they’re operating on 16 
cylinders instead of two. A condition that 
doesn’t require any medical attention. No 
bad dreams, not being overly or unnaturally 
fatigued. To just have a “glow,” an incan- 
descence. (Writer with psychoneurosis) . 


Most people mean they can adequately 
carry on the physical activities dictated by 
their occupation and environment, and that 
they have no prominent signs or symptoms 
of physical illness. (Medical student). 


They don’t have heart trouble or kidney 
trouble. They just feel wonderful. Do any- 
thing they want to within reason—go out 
every day, be on the go, have lots of com- 
pany. (Housewife with ASHD). 

As Table 1 indicates, for more than half 
of each group of respondents, health is not 
@ unidimensional concept. Although the two 
groups mention varying numbers of orienta- 
tions in similar proportions, they differ 
somewhat as to the particular orientations 
that predominate, as Table 2 shows. 


6. Responses were coded by two coders with inter- 
coder reliability of 92 per cent. 








Table 1 


Number of Orientations Mentioned by Clinic 
Patients and Medical Students 

















Number of Per Cent Mentioning 
Orientations Clinic Patients Medical Students 
One 43 40 
Two 45 49 
Three 12 11 
100 100 
Total number (182) (252) 
Table 2 


Distribution of Responses of Clinic Patients 
and Medical Students 








Type of Response Per Cent Making Response 
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students, although in each group it is the 
least found of the three conceptions. Of the 
one-dimensional responses, performance-ori- 
ented replies occur most frequently among 
the patients, while symptom-oriented replies 
are most prevalent among the medical stu- 
dents. The same tendencies may be seen in 
the two-dimensional responses; patients tend 
least often to use category 4, which does not 
include performance, while the least popular 
combination among medical students is cate- 
gory 6, where symptoms are absent. 
Differences between the two groups in the 
relative emphasis they place on each orien- 
tation are more clearly indicated by combin- 
ing the figures in Tables 1 and 2 to show how 


Clinic Medical often each orientation is mentioned, whether 
Patients Students alone or in combination with one or more of 
(1) Feeling-state oriented the others. This has been done in Table 3. 
only 10 4 Given the obvious differences between the 
(2) Symptom-oriented only 14 22 two groups of respondents in age, education, 
(3) Performance-oriented and socioeconomic status, the tendency of 
only 19 14 lini Henke + << f 
(6) Paadineenne and clinic patients to emphasize performance 
symptom 11 11 more than the medical students, while the 
(5) Symptom and latter tend more often to emphasize symp- 
performance 15 30 toms is consistent with the findings of other 
(6) F oe and investigators. Di Cicco and Apple found 
ee ad $ among their respondents a “conviction that 
(7) Feeling-state, symptom, . : RRA NE 
and performance 12 11 aches and pains and physical limitations are 
th eaamiae a part of old age, and a general skepticism 
100 100 that anything can be done about them.’ 
Total number (182) (252) That is, unless the symptoms experienced 
Table 3 


Prevalence of Each Orientation Among Clinic Patients and Medical Students 








Type of Response 





Per Cent of Mentions 


Per Cent of Respondents Mentioning 





Clinic Patients 


Medical Students Clinic Patients Medical Students 





N: 307* N: 427* N: 182 N: 252 
Feeling-state oriented 31 20 53 34 
Symptom-oriented 31 43 52 74 
Performance-oriented 38 37 64 59 
Total percentagest 100 100 1697 167+ 





*Total number of times mentioned. 


tTotals are greater than 100 because some respondents have more than one orientation. 


Since, with the previously noted exception 
of nine medical students, similar conceptions 
of health appear in both groups, it is inter- 
esting to compare the frequency with which 
each orientation is found in each group. As 
sole orientation to health, feeling-state ap- 
pears more often among patients than among 


produced some disability, their presence 
tended to be tolerated as an inevitable con- 
comitant of the aging process. Koos found 
that indifference to symptoms, which may 
be considered as the opposite of a symptom- 
orientation to health, increased as one de- 


7. Di Cicco and Apple, op. cit., p. 28. 
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scended the social scale. He also observes 
that, among other influences, “perception 
(of health) results from the communication 
given by formal education” and that “the 
fact that social class membership affects the 
degree of education a person gets means that 
those who are the least educated are also 
likely to be least conversant with current 
ideas of what constitutes good health.’’® 

It is, however, interesting to note that 
fully half of the patients include freedom 
from symptoms in their conceptions of good 
health, while 59 per cent of the medical stu- 
dents mention performance. 

Since each clinic patient has at least one 
primary diagnosis of chronic illness (and 
there is no reason to suppose that many of 
them are symptom-free) it is to be expected 


that, as a group, they would be more symp- . 


tom-oriented than a non-patient group of 
similar socioeconomic status. Nevertheless, 
since similar non-patient groups are not nec- 
essarily symptom-free® it is likely that the 
high proportion of clinic patients who men- 
tion symptoms do so not only because they 
have the illnesses they have, but because 
those illnesses have been diagnosed. Symp- 
toms to which one has previously been indif- 
ferent may become a matter of concern once 
a diagnosis has been made and the individual 
has been defined as a patient. There is also 
reason to believe that many patients pre- 
sented themselves for medical treatment pre- 
cisely because their symptoms, previously tol- 
erable, had finally resulted in some degree 
of disability. 

If a symptom-orientation to health is more 
typical of persons with more education and 
upper socioeconomic status, as Koos’ findings 
would indicate, then the prevalence of this 
_ orientation among medical students, who 
possess both of these characteristics, is read- 
ily understood. The large proportion of per- 
formance-oriented responses given by this 
group, however, suggests that this orienta- 
tion is sufficiently widespread in our society 
to cover more than only persons of low socio- 
economic status. 

Just as it is likely that tendency to be 


8. Koos, op. cit., p. 140. 


9. See Koos, op. cit., and Di Cicco and Apple, op. 
cit. 


symptom-oriented is enhanced in the patient 
group by virtue of the respondents being de- 
fined as patients, it is possible that the prev- 
alence of symptom-oriented responses among 
medical students is enhanced by factors other 
than their relatively high socioeconomic sta- 
tus and general level of education. One such 
factor is the medical curriculum, which em- 
phasizes identification of symptoms. Another 
is their relative youth, compared with the 
clinic patients. As a group, they are young 
enough not to expect to tolerate symptoms 
as part of the aging process at this time, and 
thus perhaps personal experience of symp- 
toms is viewed by them with especial con- 
cern. In order to examine the effect of age, 
education, and socioeconomic status on con- 
ceptions of health, cross-tabulations were run 
within the clinic patient group. 


Table 4 


Health Orientations of 182 Patients 
of Different Ages 








Years of Age: Percentages 
70 and 


Under 40 40-49 50-59 60-69 Over 
N:21 N:32 N:48 N: 46 N: 35 


Orientation 








Feeling state 71 41 56 57 43 

Symptom 76 56 48 48 43 

Performance 57 72 56° 67 69 
Percentage 


totals* 204 169 160 172 155 


*Greater than 100 because some respondents have 
more than one orientation. 





Within the group of clinic patients, a 
symptom-oriented conception of health is 
found less frequently at successive age levels 
(Table 4). Among the youngest group of pa- 
tients, its frequency is virtually the same as 
among the medical students. Age does not 
appear to have any consistent effect on the 
other two orientations. 

Among both groups of respondents, people 
with more education include freedom from 
symptoms in their conceptions of health more 
often than less educated people do. It may 
therefore be concluded that education in gen- 
eral, not only medical education, increases 
the tendency to be symptom-oriented. Since 
there is no reason to believe that first, sec- 
ond, and third year students differ signifi- 
cantly in their social class affiliations, it 
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would also appear that amount of education 
affects orientation to health within a social 
class. 


tion of symptom-oriented responses increases 
with education, the proportion of feeling- 
state oriented responses decreases. This sug- 
gests that a symptom-orientation to health 
tends to replace a feeling-state orientation as 
more education is acquired. 


Table 5 


Health Orientations Expressed at Different 
Educational Levels 








Per Cent with Each Orientation 
Medical Students 


8th Grade Beyond 1st 2nd 3rd 
or Less 8th Grade Year Year Year 
N: 97 N: 85 N:87 N:77 N:88 


Orientation 





Clinic Patients 











Feeling 

state 58 46 45 29 27 
Symptom 44 60 66 77 78 
Performance 66 63 63 56 67 
Total per- 

centages* 168 169 174 162 172 





*Totals are greater than 100 because some persons 
have more than one orientation. 


Occupation, employment status, and clinic 
payment rate (which is based on reported in- 
come) were used as indicators of socioeco- 
nomic status. None of these discriminated 
among orientations to health in this group of 
patients. This is perhaps due to two limita- 
tions which, it is believed, tend to make this 
group socioeconomically relatively homoge- 
neous despite occupational and economic dif- 
ferences. First, the range of income repre- 
sented is very small, due to the eligibility 
requirements of the clinic. Second, a similar 
limitation applies to the range of occupations 
represented. Due to advanced age or to dis- 
ability, many patients have either retired or 
adapted their occupations to conform to re- 
duced physical capacities. It is most likely, 
- however, that in a more heterogeneous popu- 
lation, differences between occupational 
groups (particularly between the more and 
the less physically demanding occupations) 
would be found to be associated with differ- 
ences in orientations to health. 

While some investigators have addressed 
themselves to the problem of social class 


Table 5 also shows that while the propor- 


influences on attitudes toward health and 
illness, others have been concerned with the 
influence of cultural values and ethnic group 
membership. Parsons has observed that ‘‘so- 
matic health is, sociologically defined, the 
state of optimum capacity for the effective 
performance of valued tasks.’’!° Because the 
American value system and social structure 
place particular emphasis on achievement, 
which is most obviously demonstrated by 
economic productivity, and this in turn in- 
volves fulfillment of role obligations, “it is 
in the first instance as an essential condi- 
tion of valued achievement, that the health 
of the individual is itself valued.’!! Thus, 
what has here been called a performance- 
orientation to health would appear to be con- 
sistent with the American value system as 
described by Parsons. This may help to ac- 
count for its prevalence among medical stu- 
dents. 

Zborowski'? has found that attitudes to- 
ward pain differ among patients of different 
ethnic background. Since pain is itself a 
symptom, this suggests that differences in 
attitudes toward pain might reflect differ- 
ences in underlying orientations to health and 
illness. He observes that, for patients of Ital- 
ian origin, the chief significance of pain lies 
in the undesirable feeling-state it incurs, 
while for Jewish patients, the significance of 
pain is perceived in terms of its ultimate re- 
lationship to future capacities for role per- 
formance. The ‘““Old American’”’ patient is de- 
scribed by Zborowski as experiencing some 
future-oriented anxiety in response to pain, 
but the emphasis is on the stoical behavior 
displayed by this type of patient. A rough 
comparison with these findings is made pos- 
sible by dividing the clinic patients accord- 
ing to religious affiliation. 

If one may compare Catholic patients with 
the Italian patients studied by Zborowski, 
the response distribution in this group ap- 
pears to be quite consistent with Zborowski’s 
findings. Table 6 shows that Catholics, more 


10. Talcott Parsons, “Definitions of Health and 
Illness in the Light of American Values and Social 
Structure,” in E. Gartly Jaco, op. cit., pp. 165-187. 


11. Ibid., p. 179. 


12. Mark Zborowski, “Cultural Components in Re- 
sponse to Pain,” in Apple, op. cit., pp. 118-133. 
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often than Protestants or Jews, hold a feel- 
ing-state orientation to health, and presum- 
ably this is reflected in their attitudes to- 
ward pain. Differences among religious 
groups in proportion of symptom-oriented 
responses are quite small. 

Table 6 also shows that Jews and Protes- 
tants are considerably more performance- 
oriented than Catholics, a finding which ap- 
pears to corroborate the observations of both 
investigators cited. The similarity of re- 
sponses of these two groups of patients sug- 
gests that different behavior may be dis- 
played by different kinds of patients who 
nevertheless hold the same underlying ori- 
entations. 


Table 6 


Health Orientations of Patients of Different 
Religions: Per Cent with Each Orientation 











Religious Affiliation 








Orientation Catholic Protestant Jewish 
N: 93 N: 54 N: 35 
Feeling-state 60 50 37 
Symptom 52 54 49 
Performance 56 70 yy 
Total Percentages* 168 174 163 





*Totals are greater than 100 because some pa- 
tients have more than one orientation. 


Among the ways in which the individuals 
in this group differ from or resemble each 
other is the fact that they are different 
illnesses. It is, therefore, pertinent to ask 
whether these different diagnoses are associ- 
ated with different emphases placed on one 
or another conception of health. 

Table 7 shows that, while three of the di- 
agnostic categories have approximately the 
same proportion of feeling-state oriented re- 
sponses, diabetics appear to emphasize this 
conception of health more than other pa- 
tients. Also, diabetics and psychoneurotics 
appear more symptom-oriented than ASHD 
patients or patients with multiple diagnoses. 
It must be noted, however, that diabetics and 
psychoneurotics, whose mean age is 48, are 
more than ten years younger, on the average, 
than patients in the two other diagnostic 
categories. Thus, while they appear to be 
more symptom-oriented than patients in the 
older groups, it is not unlikely that age dif- 
ferences are reflected in the distribution of 


symptom-oriented responses. Recalling the 
tendency of patients to respond in terms of 
personal experience, it is also likely that the 
slightly greater proportion of symptom-ori- 
ented responses offered by patients with 
multiple diagnoses, compared with ASHD 
patients reflects a greater variety of symp- 
toms felt by the former group. 


Table 7 


Health Orientations Expressed by Patients 
with Different Diagnoses 








Per Cent with Each 
Orientation by Diagnoses 
Psycho- Multiple 
ASHD Diabetes neurosis Diagnoses 
N: 47 N: 45 N: 44 N: 46 





Orientation 





Feeling state 49 60 52 50 
Symptom 40 62 59 46 
Performance 64 51 70 72 
Total per- 

centages* 153 173 181 168 





*Totals are greater than 100 because some re- 
spondents have more than one orientation. 


It will be noted that diabetics also give 
a considerably lower proportion of perform- 
ance-oriented responses than other patients. 
Again, in terms of the personal experience of 
these patients, this may indicate that their 
illness is less disabling to them in activities 
of daily living than is the case with patients 
in the other diagnostic categories. Perhaps 
because they do not find their performance 
capacities hindered, they are less concerned 
with ability to perform than are other pa- 
tients. The relatively nonrestrictive regimen 
for management of diabetes which is the 
practice in the General Medical Clinic tends 
to support this interpretation. 


IMPLICATIONS 


Although the findings reported here are 
based on small numbers of cases, neverthe- 
less, they appear to have certain implica- 
tions which warrant further study. First, the 
responses made by both groups clearly indi- 
cate that health is, for many people, a multi- 
dimensional concept. The relative emphasis 
an individual places on a particular dimen- 
sion of health or physical fitness appears to 
be affected by various factors: age, educa- 








46 JOURNAL OF HEALTH AND HUMAN BEHAVIOR 


tion, social class, and religious affiliation, as 
well as by his current physical condition. 


Thus, perhaps the most interesting finding - 


to emerge from these data is not that two 
groups of people, who differ as greatly in 
demographic characteristics as do the medi- 
cal students and the clinic patients, empha- 
size different orientations to health and 
physical fitness, but rather that the same 
three orientations appear, albeit with differ- 
ent frequency, in each group. A tendency to 
conceive of health in terms of ability to per- 
form social roles was characteristic not only 
of persons of low socioeconomic status, but 
was nearly as prevalent among medical stu- 
dents as among clinic patients. There is rea- 
son to believe that this orientation reflects 
the prevailing value system in our society. 
Formal education appears to be associated 
with a symptom-oriented conception of 
health, and lack of education with a feeling- 
state orientation. Because of the relationship 
between social class and education in our so- 
ciety, it is suggested that, if there is a par- 
ticular orientation to health characteristic of 
persons of low socioeconomic status, it is not 
a performance-orientation, but a feeling- 
state orientation. It is also suggested, al- 
though further investigation would be re- 
quired to confirm, that a symptom-oriented 
conception of health replaces the feeling- 
state orientation as more education is ac- 
quired. 

It is not to be assumed that the three ori- 
entations identified among two such limited 
groups of respondents represent an exhaus- 
tive classification. Doubtless, other orienta- 
tions could be distinguished among other 
groups. Nevertheless, the identification of 
these three is sufficient to call attention to 
the desirability of further exploration in this 
area. Apparent incongruities in attitudes to- 
ward medical care may be explained by iden- 
tifying the conceptions of health underlying 
the attitudes. For persons interested in plan- 
ning public health programs, or physical fit- 


ness campaigns, these findings suggest that 
it may be necessary to interpret the objec- 
tives of such programs differently to target 
groups with different characteristics, in or- 
der that the objectives be perceived as rele- 
vant to the concerns of the individuals in- 
volved. For the individual physician, an 
awareness of differences in conceptions of 
health can provide another tool for the man- 
agement of his patient, enabling him to in- 
terpret a medical regimen in the focus most 
meaningful to the patient’s frame of refer- 
ence and, thus, providing an additional in- 
centive to cooperation in achieving their com- 
mon goal. 


SUMMARY 


Studies made by other investigators of at- 
titudes toward health have suggested the 
possibility that differences in attitudes may 
reflect differences in conceptions of health 
which underlie the attitudes expressed. In 
the present study, conceptions of health, 
physical fitness and good physical condition, 
as expressed in responses to an open-end 
question, were analyzed for two groups of 
respondents: clinic patients with one or more 
chronic diseases, and students in the first 
three years of medical school. Three major 
orientations were identified: an orientation 
in terms of feeling-state, an orientation in 
terms of freedom from symptoms, and an 
orientation in terms of performance of activi- 
ties of daily living. No general tendency was 
found to identify physical fitness with gym- 
nastic proficiency. Cross-tabulation of re- 
sponses with various attributes of the re- 
spondents suggests that orientation to health 
is related to age, education, and group mem- 
bership, as well as to current physical con- 
dition. Further investigation is indicated, 
both in order to control effects of the vari- 
ables used here, and to explore other concep- 
tions which may be identified in other groups 
of respondents. 











47 


HEALTH AND BEHAVIOR IN HOMES FOR VETERANS: 
SOME OLD AND NEW PATTERNS 


Thomas H. Patten, Jr., Ph.D. 


An area that has become of interest for 
social scientists in recent years is that of 
social factors associated with the provision 
of health services for older and/or disabled 
people. The specific arrangements, both in- 
stitutional and noninstitutional, by which 
health benefits are provided to people fur- 
nish fertile grounds for sociological, medical, 
and economic research. Similarly, the con- 
cepts and research tools of the social sciences 
suggest means by which significant data can 
be collected, analyzed, and presented to health 
practitioners and administrators for their 
assistance in formulating policy and in ad- 
ministering programs; but little research 
has been conducted in this area pertaining 
to veterans.! 

This study is about the health problems of 
older and disabled veterans, the ways in 
which sociocultural factors impinge upon 
the provision of medico-domiciliary care for 
them, and the extent to which control of the 
social factors involved can resolve, in part, 
the health problems of some of the older and 
disabled veterans in our society. 


SOURCES OF THE DATA 


The data on which this study is based have 
been obtained by: (a) reviewing the litera- 
ture on veterans’ benefits in the Library of 


1. Studies exist, but none covers key developments 
since 1941. See William H. Glasson, Federal Military 
Pensions in the United States (New York: Oxford 
University Press, 1918); Gustavus A. Weber and 
Laurence F. Schmeckebier, The Veterans’ Admin- 
istration, Its History, Activities, and Organization 
(Washington: Brookings Institution, 1934); and 
William P. Dillingham, Federal Aid to Veterans 
(Gainesville: University of Florida Press, 1952). 
In 1956, the President’s Commission on Veterans’ 
Pensions published twelve staff reports, which help 
to fill existing gaps. See: Michael S. March, “Pres- 
ident’s Commission on Veterans’ Pensions: Recom- 
mendations,” Social Security Bulletin, 19 (1956), 
No. 8, 12-18, 22; and George F. Rohrlich, “Veterans’ 
Pensions in Retrospect and In Prospect,” Social 
Service Review, 31 (1957), 427-441. 


University of Detroit 


Congress and Archives of the United States ;? 
(b) brief visits made by the author to three 
soldiers’ and sailors’ homes during 1955- 
1956; (c) 275 interviews with incoming 
members to a fourth home; (d) 36 inter- 
views with twenty-one members of the staff 
in the fourth home; and (e) non-participant 
observation of the home during a six-month 
period in 1956-1957. The data obtained from 
a study of the literature, the interviews, and 
by observation have proved to be most rele- 
vant in analyzing how sociocultural factors 
affect the provision of domiciliary or home 
care for veterans. We shall trace the origins 
of such domiciliary care and describe some 
older and newer sociocultural patterns in its 
evolution: patterns of administration, organ- 
ization of the membership, sociability, par- 
ticipation in recreation, drinking, and the 
administration of pensions. 


DOMICILIARY CARE: HOMES FOR VETERANS 


The term domiciliary has two meanings: 
it refers to.a place of residence, an institu- 
tion, a home, a domicile; it also refers to a 
form of personal attention and services pro- 
vided in the form of care. This distinction 
is analogous to the difference between a hos- 
pital and hospital care. The purpose of domi- 
ciliary care differs, however, in that its 
purpose is to provide for the disabled vet- 
eran, as nearly as possible, an environment 
similar to that which he would enjoy in a 
normal home. The domiciliary care program 
of the Veterans Administration thus pro- 
vides a home for a veteran who, because of 
his disabilities, is unable to follow a sub- 
stantially gainful occupation, and whose eco- 


2. See W. Rex Crawford, “Sociological Research 
in the National Archives,” American Sociological 
Review, 6 (1941), 203-216. 

3. Thomas H. Patten, Jr., “Public Policy Towards 
the Employment, Retirement, and Rehabilitation of 
the ‘Old Soldier,” (Unpublished doctoral disserta- 
tion, Cornell University, 1959). 
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nomic status is such that he cannot provide 
care for himself. Although age of itself is 


not a criterion for eligibility for domiciliary * 


care, the average age of veterans in homes 
operated or partially supported by the Vet- 
erans Administration has recently been six- 
ty-two years.* Consequently, domiciliaries— 
the institutions—have been called old sol- 
diers’ homes, or, occasionally, veterans’ 
homes. 


More specifically, veterans who are af- 
fected by a permanent or chronic disability 
(service connected or non-service connected), 
unable to earn a living, and without financial 
resources for self-support are provided the 
following care: (1) a place where they can 
live under conditions that will promote their 
health and contentment; (2) authorized arti- 
cles and services that they are unable to pro- 
vide for themselves, including incidental 
medical care; and (3) rehabilitative meas- 
ures to prepare them for a return to their 
community or, where this is not possible, to 
function at maximum capacity in a domi- 
ciliary.» These forms of care, which are ori- 
ented toward rehabilitation and resocializa- 
tion, are thus provided in the domiciliary in- 
stitution in the same manner that hospital 
care is provided in a hospital. 


HISTORICAL PATTERNS 


In order to understand fully the impor- 
tance of sociocultural variables in the pro- 
vision of care in the domiciliary institution, 
it is helpful to examine the historical evolu- 
tion of the institution. Generally speaking, 
the first lasting institution of this kind was 
the Hotel des Invalides, which began operat- 
ing in France in 1674. This home was opened 
by Louis XIV to accommodate the greatly 
augmented number of veterans in France— 
an augmentation caused by three successive 
wars prior to 1670. Essentially, Louis opened 
the home because a formidable coalition of 
European powers confronted him. He be- 


4. Administrator of Veterans’ Affairs, Annual 
Report (for the year ended June 30, 1955), p. 60. 


5. Ibid., Annual Report (for the year ended June 
30, 1958), p. 19. 


lieved that the state could no longer aban- 
don disabled soldiers to poverty after having 
used their services if it hoped to encourage 
young men to serve (and thereby maintain 
a strong, effective army to ward off ene- 
mies). Many schemes for relieving veterans 
had been tried earlier—such as pensions, job 
preference, begging permits, sequestering in 
monasteries, et cetera—but none of these had 
worked very well, and an innovation was 
clearly required.® 

The men entering the Hotel were given 
uniforms and lived under a military culture. 
Very quickly the Hotel became crowded with 
veterans; discipline in the home seemed to 
slacken and abuses in administration arose. 
As a result, the men were divided for pur- 
poses of control into companies under a cap- 
tain, lieutenant, and two sergeants. Admis- 
sion was strictly limited to aged and infirm 
veterans.‘ 

In England, Charles II announced his in- 
tention in 1681 to erect and endow an insti- 
tution called Chelsea Hospital, which was 
patterned after the Hotel des Invalides in 
purpose and organization; that is, the men 
wore uniforms, lived under a quasi-military 
culture, and were provided with a home in a 
large building. When the foundation stone 
for Chelsea Hospital was laid in 1682, the 
estimate of space was calculated to be ade- 
quate for future needs; but, by the time of 
the completion of the edifice ten years later, 
it was already found to be too small. As a 
result, there grew up in England (as previ- 
ously in France) the custom of making al- 
lowances to veterans awaiting vacancies, 
who became known as “out-pensioners.’’® 
Veterans in the home were known as “in- 
pensioners” or simply “‘pensioners.” As time 
passed and the number of out-pensioners 
dwarfed the number of in-pensioners the lat- 
ter were selected from the unemployable, 
blind, paralyzed, diseased, and very aged 
out-pensioners who lacked homes with 
friends or families and for whom any ordi- 


6. Les Invalides: Les Fastes de lHotel, Ses 
Musees, Ses Eglises, Le Tombeau de l’Empereur 
(Paris: Michel, 1929), pp. 13-20. 


7. Ibid., pp. 21-31. 
8. Glasson, op. cit., p. 11. 
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nary allowance in money would be inade- 
quate for providing a home.® 


EARLY AMERICAN PATTERNS 


Contrary to the British pattern, in which 
Chelsea Hospital was first established for 
old soldiers, the American approach was to 
set up first a home for old sailors. In 1833 
the United States Naval Home was opened 
in Philadelphia.’ In 1851 the United States 
Soldiers Home was opened in Washington, 
D. C.1! Like the previously mentioned foreign 
homes, both of these homes are functioning 
today and provide domiciliary care and hos- 
pital care for those veterans who require 
such care. Generally veterans who enter 
these homes have either served twenty or 
more years in the regular components of the 
armed forces, primarily if not exclusively as 
enlisted men, or have been discharged from 
the service because of service-connected dis- 
abilities. These men are, in brief, the profes- 
sional soldiers, airmen, and sailors of our 
era. 

The Civil War gave a great impetus to the 
elaboration of domiciliary care in America. 
The intensity of the feeling towards local 
boys who volunteered for duty, the horror 
of an internal civil war, the savage fighting, 
the spectacle of young men returned home 
maimed, and the casualties with which the 
war was identified, all heightened the fervor 
of the citizenry to acts of largesse. 

At the same time rational thought was 
also being given to the problems and experi- 
ences of England and France in providing 
domiciliary care. For example, Stephen H. 
Perkins, a Boston philanthropist, visited 
most of the existing homes on the continent 
and found that the lack of gainful activity 
among the members (of the Hotel des In- 


9. Handbook for Visitors to Chelsea Hospital 
(new ed.) (London: Eyre and Spottiswoode, 1885), 
pp. 6-7. 


10. Charles H. Stockton, Origin, History, Laws 
and Regulations of the United States Naval Asylum 
(Washington: Government Printing Office, 1886), 
pp. 7-13. 


11. George E. Ijams and Philip B. Matz, “History 
of the Medical and Domiciliary Care of Veterans,” 
The Military Surgeon, 76 (1935), 117. 


valides in particular) led to widespread 
drunkenness and disorder.!? This situation 
had also been noted by earlier observers.'* 

The sight of discharged veterans begging 
and the spectacle of invalids in public places 
sparked off in 1865 the establishment of a 
National Home" for Disabled Volunteer Sol- 
diers (NHDVS) which ultimately was fi- 
nanced by the federal government and pro- 
vided domiciliary and hospital care at vari- 
ous locations from coast to coast in the 
United States.> At the same time many of 
the states established state soldiers’ homes 
which often had less strict admission require- 
ments than NHDVS branches, admitted 
wives and widows of veterans, and were 
partially subsidized by the federal govern- 
ment (when the state homes met certain 
federal standards). Thus, by 1907 there were 
10 branches of the NHDVS and at least 28 
state soldiers homes functioning (not includ- 
ing those established for Confederate vet- 
erans). The Grand Army of the Republic, the 
Civil War veterans’ counterpart of the Amer- 
ican Legion, played a dominant role in stim- 
ulating the establishment of the federal and 
state homes.'® 


DEVELOPMENT OF MORE RECENT PATTERNS 
It is worthwhile to emphasize that the 


12. Stephen H. Perkins, Report on the Pension 
Systems and Invalid Hospitals of France, Prussia, 
Austria, Russia and Italy, With Some Suggestions 
Upon the Best Means of Disposing of Our Disabled 
Soldiers (U. S. Sanitary Commission Document No. 
67), p. 15. 

13. Eba Anderson Lawton, History of the “Sol- 
diers’ Home” in Washington, D. C. (New York: 
Knickerbocker Press, 1914), p. 142. See also Devine, 
op. cit., pp. 41-42. 


14. The word “home” with reference to the 
NHVDS was used to designate the entire establish- 
ment or social institution whereas “branch” was 
used to designate the various homes, that is the 
actual buildings, which were constructed in various 
parts of the country. 

15. It is important to note that no hospital care 
for veterans was provided in the United States 
prior to World War I except for that obtained in 
the various soldiers’ homes. There was no Veterans 
Administration until 1930, and only a very few 
veterans’ hospitals were founded between the period 
after World War I and 1930. 

16. Patten, op. cit., pp. 134-294. 
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existing Veterans Administration system of 
domiciliaries and the state soldiers’ homes 
are straight-line descendents of the institu- 
tion described above. The homes established 
in the post Civil War period were supposed 
to be self eliminating. It was assumed, as 
the population of veterans died, the homes 
would consequently pass out of existence. Of 
course, since one veteran population has 
simply replaced another in the United States, 
the domiciliaries have been perpetuated. It 
is because of this that a study of the social 
implications of such institutions from the 
standpoint of health has some interesting 
lessons to teach us and enables us to raise 
certain key research questions. 

In discussing the relevant sociocultural 
factors in the provision of domiciliary care, 
it is useful to consider each factor separately 
in terms of a time dimension, beginning with 
the era when the Civil War veterans were 
numerically ascendant in the homes and mov- 
ing up to the present time, when World War 
I veterans are ascendant. In this manner it 
becomes possible to identify important social 
phenomena in a developmental context—in 
the “process of becoming.” We shall begin by 
discussing the organization of the home and 
the structure of the administration and the 
membership. Subsequently, five other fac- 
tors will be considered. 


Patterns of Administration 


After the Civil War, the typical state sol- 
diers’ home was governed by a board of 
trustees consisting of prominent citizens, 
who met periodically. The officers of the 
home who carried out day-to-day administra- 
tion consisted of a commandant, adjutant, 
quartermaster, surgeon (in the nineteenth 
century, the term for a physician in general 
practice), engineer, inspector, and certain 
subordinate officers—barracks captains and 
sergeants—who were appointed by the com- 
mandant and subject to the approval of the 
board. All these officers were uniformed and 
usually were Civil War veterans—at least 
up until the time the Civil War veterans had 
become aged and lost their vigor. 

Generally speaking, the branches of the 
NHDVS were organized in the same man- 
ner, except there was one Board of Managers 


for the Home as a total entity. The changes 
in organization in domiciliaries have come 
largely since 1930, when the NHDVS was 
absorbed into the newly established Veterans 
Administration. Beginning at that time, and 
perhaps earlier in some state homes, the for- 
mal organization was modified, and profes- 
sional managers and corps of specialists be- 
came the new officers. These changes were 
symbols of the shift from a quasi-military 
soldiers’ home providing largely custodial 
care to a modern bureaucratized installation 
with rather complete hospital care and active 
domiciliary rehabilitation programs. Military 
uniforms and nomenclature have been dis- 
continued, and there has been an increasing 
emphasis upon professional services.!7 


Organization of the Membership 


It has been reported in one of the few par- 
ticipant-observer studies of soldiers’ homes 
of the nineteenth century that there was a 
sharp line of social cleavage between officers 
and their families and the members of the 
home, similar to the line drawn in an army 
post between officers and privates.'* Cer- 
tainly, today the social distance between the 
administration and membership is obvious. 
The members tend to look upon professional 
staff personnel as means to satisfying their 
needs and appear to have social and eco- 
nomic backgrounds which are widely dis- 
parate from those of the staff. In addition, 
it was reported to the author in the course 
of his research that the three hundred vol- 
unteer personnel who provide the customary 
Red Cross services to the members at one 
home are urged to be hospitable and friendly 
toward the members, but ‘“‘to keep their dis- 
tance,”’ which implies a certain amount of 
social distance is institutionalized.!® 

The soldiers’ home of the nineteenth cen- 
tury was organized along military lines, not 
only by its divisions into companies, but aiso 
into hours of the day. This was partly for 


17. Ibid., pp. 440-448. 


18. See Elizabeth Corbett, Out at the Soldiers’ 
Home (New York: Appleton-Century, 1941), pp. 
44, 117-118. 


19. Information obtained in personal interview 
and observation. 
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the sake of convenience and partly to make 
the men feel that they were still soldiers, not 
inmates of an institution.2° The men, of 
course, wore uniforms and were subdivided 
into companies. In charge of the companies 
were certain members designated as com- 
pany commanders and company sergeants. 
These men, whose jobs were quite similar to 
one another, were selected by the officer in 
charge of the home. The selection was usually 
based upon physical ability to do the work, 
training in office work, handling of men, and 
such “traits” as trustworthiness, depend- 
ability, and general attitude toward the 
members. The captains and sergeants were 
responsible for the direct and immediate care 
and comfort of the members assigned to their 
companies. Essentially, their jobs involved 
providing supplies, insuring sanitary welfare 
measures, instructing new members in their 
duties and in the scheduled routine, prepar- 
ing reports, keeping records, and maintain- 
ing discipline.*1 

The way of life was very simple. The daily 
routine typically began with a salvo from the 
morning gun at sunrise, followed by the 
bugle-call of reveille. Following this, the 
morning ablution was performed and then, 
at the sound of a bugle, all the members pro- 
ceeded to the mess hall. Breakfast over, 
working parties proceeded to their employ- 
ment, and other old soldiers divided their 
leisure hours according to their inclinations. 
At nine o’clock the bugle sounded the sick- 
call, and members having any ailment or 
pain could call upon the “surgeon” and re- 
ceive proper attention. Chow bumps an- 
nounced dinner at twelve and supper at six. 
Tattoo was sounded at nine o’clock in the 
evening, and all members were required to 
retire to their quarters. One-half hour later 
taps was sounded. All lights were then ex- 
tinguished and a day was ended.”” 


20. Corbett, op. cit., p. 55. 

21. Walter S. Grochowski, “An Historical and 
Descriptive Study of the Domiciliary at the Vet- 
erans Administration Center, Wood, Wisconsin,” 
(Unpublished master’s thesis, Loyola University, 
1949), p. 59. 

22. J. C. Gobrecht, History of the National Home 
for Disabled Volunteer Soldiers: With a Complete 
Guide-Book to the Central Home, at Dayton, Ohio 
(Dayton: United Brethren Printing Establishment, 
1875), p. 142. 


Changes in the Organization of Members 


In contrast with the social organization 
and customs of the post Civil War old sol- 
diers’ home, which were patterned after mili- 
tary society and military culture, military 
terminology in connection with modern domi- 
ciliary activities has been declared “unde- 
sirable” by the Veterans Administration on 
the grounds that it does not properly de- 
scribe the functions of the domiciliary pro- 
gram and implies an incorrect limitation in 
the scope of domiciliary care. Employees of 
the Veterans Administration have been for- 
bidden to use any term other than “mem- 
ber” to describe a domiciled veteran. “Build- 
ing” numbers have replaced “barracks” num- 
bers or letters. “Section” is now used instead 
of “company.” “Dining hall” is now used in 
place of “mess hall.” “Domiciliary clinic” 
replaces “sick call.” The “company com- 
mander” is now a “section leader.” “Com- 
pany sergeants” are now designated “junior” 
or “senior assistant section leaders.” This 
terminology has been accepted rather readily 
in one home observed by the author, although 
section leaders and assistant section leaders 
still wear marks of identification resembling 
bars and chevrons on their white smock- 
coats, which are reminiscent of the military 
uniform. This apparently easy acceptance of 
the changed terminology and apparent lack 
of identification with military culture may 
be explained by the relatively short lengths 
of service served by veterans of World War 
I and also perhaps their failure to develop 
the “consciousness of kind” which the old 
soldier of the Civil War, assisted by the 
GAR, built up to a high degree.** 

In recent years, some criticism has been 
directed against the system of employing 
members in Veterans Administration homes 
as section leaders and assistant section lead- 
ers, for these men occupy strategic positions 
for real control over the members. In one 
home, for example, they have the authority 
to issue passes for twenty-four hours or less, 
and play a role in granting longer passes as 
well as in determining who is absent without 
leave at evening bed-check. It is thus obvious 
that a considerable amount of the freedom 
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of movement a member is granted depends 
upon permission obtained from the section 
leader. In one home studied by the author, 
it was reported that some section leaders al- 
legedly take advantage of their power in this 
regard and “borrow” money from members 
(which they conveniently forget to repay) in 
exchange for favors. The members are pow- 
erless to challenge the section leaders who 
engage in this form of petty graft, because 
borrowing and lending money is contrary 
to the rules of the home, and it would be 
difficult to prove that a section leader had 
engaged in such activities. Whether a mem- 
ber with such a grievance were or were not 
able to gain redress, it is likely that he would 
alienate his section leader and leave himself 
vulnerable to trumped up violations of the 
rules in the future in retaliation for his chal- 
lenging the section leader, assuming, of 
course, that the latter was not discharged 
from his position. Although most section 
leaders are honest, others are “‘veritable Hit- 
lers,” and who supposedly run their sections 
very profitably in selling and withholding fa- 
vors.*4 

Section leaders are still chosen today on 
the basis of vague “trait” criteria such as 
“robustness,” which may be equivalent 
merely to physical size. It is plausible that 
trained social workers would do ~ better job 
than members as section leaders; however, 
the salaries which they would require com- 
pared to those being paid to section leaders 
(from $657 to $821 annually at the time of 
the study) would involve the expenditure of 
considerably more money than is presently 
being allocated, and thus probably precludes 
changes being made. 

The calibre of section leaders is probably 
at least equal to that of any civilian em- 
ployees who could be attracted to fill such 
positions at the relatively low salaries which 
prevail. But the section leaders are members, 
and are necessarily deprived of some infor- 
mation about the men under their supervi- 
sion which creates problems in their rela- 
tionships with the men. Sometimes their own 
identification with certain members (such 


24. This and the remainder of the data in this 
part of the article were obtained in personal inter- 
views and observations at one home. 


as friends) influences their judgment when 
issues involving the control of members arise. 


Sociability of the Members 


Persons who have studied social aspects 
of domiciliary care have been repeatedly 
struck by the lack of sociability and apparent 
lack of group formation among the members. 
At least two aspects of sociability are worth 
examining in this context: patterns of inter- 
action of members prior to entering the 
home and associations within the home. 

The first veterans who came to the homes 
after the Civil War were primarily the dis- 
eased and badly wounded who died relatively 
soon after entry. The veterans who came 
later were largely forced into the homes by 
old age, the breaking of family ties, and in- 
ability to earn a living.*> To be sure, most 
of them had their own stories regarding 
what brought them into the home: they had 
been defrauded of money or position, or 
treated with rank ingratitude by friends or 
relatives.*° Others found that people they 
knew in former days had died or their old 
haunts were peopled by a younger set of men 
who ignored them, telling them they were 
“back-numbers ;’? and many others wanted 
a place they could call their own in prefer- 
ence to a stopping-place with strangers or 
relatives. Some of these men had absolutely 
no place to go, except another soldiers’ home, 
and some would have been glad to live with 
their children, but the latter were unable to 
give them room-space and care that their age 
and enfeebled condition required.?* Another 
group of veterans that entered were those 
without employment who were physically 
able to work if they could find jobs and who 
sought the shelter of the home to tide them 
over to another start. These men never be- 
came helpers around the home and never ac- 
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cepted the home with any thought of re- 
maining.”® 

In addition to these factors, it should be 
noted many of the people who entered old 
soldiers’ homes had never been married. In 
an early study it was estimated that only 
about one-third of the members had been 
married.*® In an intensive study of 275 con- 
secutive entrants to a home made by the 
author it was found that only 161 (or 58 
per cent) of the men married at least one 
time in their lives, and of those who had 
married many were separated or divorced 
from their wives, as well as widowed.*! Other 
data gathered in the author’s study indicated 
typically the 275 men seemed socially iso- 
lated, had participated in voluntary associ- 
ations to a very limited degree, and tended 
in many instances to have had sporadic job 
episodes marked by relatively low occupa- 
tional achievement. The significance of these 
data cannot be fully explored here, but it 
does appear that domiciliary members have 
experienced a more limited social life than 
the members of other classes in society, as 
reported in the sociological literature.*? 

In any event, the first observation which 
a person visiting a soldiers’ home in the 
nineteenth century would have made was 
how numerous the veterans were and how 
hale and hearty they seemed. Their appar- 
ently good physical condition may be attrib- 
uted to several factors. They had substantial 
food, relatively comfortable quarters, medi- 
cal attention, and economic security. En- 
trance to the home probably prolonged their 
lives many years and still allowed them the 
alternative to take “passes” and “fur- 
loughs.’’®3 

Probably the second observation would 
have been that although there may have been 
hundreds of them in sight, each individual 
old soldier kept as much as possible to him- 
self. One would amble along a path while 
another ambled five feet behind, but the 


29. Report of Trustees of the Pennsylvania Sol- 
diers’ and Sailors’ Home, at Erie, for the Years 
Ending May $1, 1897-98, pp. 58-54. 

30. Corbett, op. cit., p. 115. 

31. Patten, op. cit., pp. 512-517. 

32. A forthcoming article to be published else- 
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33. Corbett, op. cit., pp. 40-41. 


second never caught up with the first, and 
the first never waited for him. When the 
old soldiers assembled in a theatre for a 
show, they never occupied adjoining seats 
until all the single seats were filled.*4 

If the old soldiers did not associate with 
one another to any extent, they very seldom 
quarreled outright or infringed upon one 
another’s property.**> However, the men 
tended to be peevish and easily irritated, like 
unsatisfied children. They also resembled 
children in their entire dependence upon 
those to whom they looked for orders and 
direction. The habit of discipline in the army 
perhaps contributed largely to the cause of 
order and their obedience to the rules, which 
were broken almost only in drunkenness.*°® 

To some extent the Civil War veterans did 
not get along with the Spanish-American 
War veterans, nor the latter with veterans 
of World War I. However, these cleavages 
are probably based more upon differences 
in age groups than in loyalty to a certain 
kind of veteran status.** 


Behavior of Members in Recent Years 


Veterans who have been entering domicil- 
iaries in recent years are largely men who 
have been “hurt” and want to avoid being 
“hurt” in the future.*® They want to think 
through their problems and do not converse 
with one another very much because they do 
not want to swap troubles. Thus, one still 
observes physical proximity and social isola- 
tion, somewhat analogous to people sitting 
together on a bus because they have a com- 
mon destination, although they have no de- 
sire to converse with.one another or get to 
know one another en route. 

The men are thus isolates and form groups 
only superficially. The fact that the home 
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contains a large number of heavy drinkers 
who prefer to play solitaire when sober, a 
large number of neuropsychiatric®® veterans, 
and reportedly some thieves, parolees, and a 
few dope addicts militates against group 
formation. In addition, to some extent, two 
members who become friendly are regarded 
as “buddy-buddy” by observers, and the im- 
plication sometimes is made that such friend- 
ships are basically homosexual.*® This value 
in the culture of the home, needless to say, 
further militates against the formation of 
friendships and the development of informal 
groups, because the men resist being labeled 
homosexuals. Also, many of the men have 
schizophrenic tendencies, and are used to a 
life of loose social ties and individualistic 
behavior, neither of which provides a basis 
for group formation. 

The men who sleep side by side in the bar- 
racks building, often seeing one another for 
months and years, do not know one another’s 
last names. Each man tends to have his own 
bailiwick and guards it jealously. 

There is very little intersection visiting, 
partly because the men are afraid someone 
will steal something, especially since the lock- 
ers are open. Another is just that they are 
“jealous” and “possessive.” For example, if a 
party (or similar arranged social event) is 
going on in one building the members of 
that section try to keep strangers out. There 
is no reciprocity in parties, for the intru- 
sion of outsiders may mean a shortage of 
food and seats. Therefore, the residents jeal- 
ously guard their sections from interlopers. 


39. Many men enter the home on trial visits after 
extended stays in VA neuropsychiatric hospitals. 
Many of these former mental patients have bizarre 
personalities and idiosyncrasies. They find difficulty 
in adjusting to non-institutional living and in enter- 
ing the labor force and often are content to remain 
forever working around the grounds of a domicili- 
ary cutting grass, raking leaves, and performing 
the innumerable maintenance tasks required by the 
institution. 


40. In the home studied intensively by the author, 
one key staff interviewee told him that only a small 
amount of homosexuality came to his attention. In- 
asmuch as the sex drive is still operative in older 
people a certain amount of latent and overt homo- 
sexuality could be expected in a unisexual society. 
To some extent, the drinking which is widely preva- 
lent in soldiers’ homes may be a substitute kind of 
satisfaction for sex life. 


There are, of course, a number of dissat- 
isfactions arising from the environment of 
domiciliary life that are further impedi- 
ments to sociability. For men used to non- 
institutional living, the change from pri- 
vacy to dormitory living is trying. Thus, 
the men have no choice in their bed neigh- 
bors, and interpersonal clashes occur. E]- 
derly men have a high incidence of noctur- 
nal respiratory noise and nocturnal urinary 
frequency, both of which may severely dis- 
turb the sleep of roommates. In addition, 
the sleeping patterns of the elderly are quite 
variable: not everyone is tired at the same 
time. Also, psychoneurotics cannot tolerate 
other neurotics or psychotics in remission. 
In general, in senescencé (and the domicili- 
ary population consists largely of older men) 
the ability to tolerate decreases and irrita- 
bility increases in most interpersonal rela- 
tionships.*! 

Despite these dissatisfactions arising from 
domiciliary life, there appears to be one area 
in which sociability is manifest: in certain 
folkways surrounding seating arrangements 
in the dining room. In essential form, in 
one institution observed, the procedure was 
as follows: Every member had his regular 
seat in the dining hall. He acquired his regu- 
lar seat by his own choosing. At the sound 
of a bell, the severely disabled (particularly 
those with ambulatory difficulties) took 
their seats in the dining hall. Several min- 
utes later, men whose disabilities were less 
severe took theirs. New entrants into the 
home waited for a third bell and then sat 
at any vacant seat. If they sat in any par- 
ticular seat three consecutive times, it be- 
came “their” seat. Of course, it was possi- 
ble for a new man to sit at a seat that be- 
longed to a person who happened to skip 
a meal, or to a man taken to the hospital, 
or to a man who had left the home, or to a 
man who died since the last meal. In the 
first case he would have had to relinquish 
the seat to the owner at the next meal or 
the meal after that, were the owner to re- 
turn and assert priority. All entering do- 
miciliary members chose seats and went 


41. From a mimeographed publication: The Dom- 
iciliary: An Approach to the Problem of the Older 
Veteran. 
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through a process of acceptance or rejec- 
tion by members sitting at a table. For ex- 
ample, if a man came from a “skid row,” 
he might take a seat at a given table and, 


upon sitting down, reach for the food 


(served family style) and utter a string of 
oaths. If other men at the table were men 
who objected to the intruder’s behavior and 
values, they would voice their objections to 
him and discourage his ever coming back 
by overt acts (even kicking his shins under 
the table) and blunt remarks. Thus, at the 
next meal the intruder would take a vacant 
seat elsewhere in the dining room and per- 
haps find a group of “skid-row” characters 
like himself; or, if not, feel he should choose 
a different seat at the next meal until he 
could eventually find his way into a group 
which was suitable for him. This process 
of trial and error would presumably hold 
true for all incoming members, regardless 
of their personality type. 

The social significance of the dining room 
folkways described is difficult to evaluate, 
because the men tended to eat very quickly 
and talk very little while eating. Although 
a proper follow-up study was not made, the 
available evidence indicated that the men 
who ate together did not necessarily or usu- 
ally live together, or in any other way so- 
cialize with one another—a rather surpris- 
ing finding in view of the elaborate ritual 
surrounding the seating decision. 


Participation in Recreation 


It is likely that, both in the past and in 
the present, many veterans living in do- 
miciliaries have enjoyed a degree of com- 
fort in the home superior to anything they 
had ever before experienced.*? But life in a 
custodial institution, no matter how well 
administered, is bound to be somewhat aim- 
less; and the Civil War veterans who lived 


42. In one of the homes studied the men live 
in individual rooms as in a hotel. The fact that each 
man has his own room to which he can retire and 
obtain privacy whenever he wishes may facilitate 
interaction because he is likely to interact with 
other members only when he feels the need and is 


not “thrown” together with others in congregate , 


living and sleeping arrangements. 


in the home years ago had so much time 
on their hands that they were compelled to 
make the most of any small source of inter- 
est and frequently exhibited unusual forms 
of behavior. For example, the men would 
line up for at least one hour before the 
doors opened for shows. If, on cold days, 
the doors were opened ahead of schedule to 
keep the men from freezing, the next time, 
inevitably, they lined up still earlier. If the 
show failed to please them, they did not 
linger in the hope that it might improve but 
instead left in droves and willingly faced an 
empty afternoon or evening.*® 

One curious result of the abundance of 
leisure time among members was the phe- 
nomenon of “punctuality in reverse.” Hav- 
ing little to do and a great deal of time in 
which to do it, many of the old soldiers 
adopted sentiments which may be summed 
up as: “If I have this to do, I may as well 
do it now and get it over with.” Thus, spring 
tasks were attacked while winter was still 
lingering; the cabbage for the noon meal 
was put to boil as soon as the breakfast 
dishes were out of the way; Thanksgiving 
turkeys were cooked the day before and 
warmed up for the holiday itself.++ 


Whittling and solitaire were two of the 
most popular leisure activities—solitaire still 
is. It seems that many of the men of the 
Civil War generation carried jack-knives 
and whittled for amusement. In addition, 
many of the veterans who had spent time 
in Confederate prisons were, in fact, very 
deft whittlers.** It should be noted, in pass- 
ing, that both whittling and solitaire are 
activities which are carried out asocially 
and constitute forms of behavior consistent 
with those mentioned in the last section of 
the paper. 

In the author’s research at one of the 
homes he determined from interview and 
observation data that the members had a 
peculiar habit of not remaining to the end 
of movies, baseball games, athletic events 
or similar activities at which they were an 
audience or spectators. During a movie, for 


43. Corbett, op. cit., pp. 185, 78-80, 87. 
44, Ibid., p. 64. 
45. Ibid., p. 58. 
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example, the men would begin to leave 
soon after the picture began and continue 
to leave throughout the remainder of the 
film so that when it had finally ended the 
house was almost empty. The same behavior 
was manifest in other recreational events 
and seems to have had no relationship to 
good or bad performance on the part of the 
entertainment medium.*® 


The neuropsychiatric members on trial 
visits from Veterans Administration men- 
tal hospitals participate in the recreational 
programs in one home to a larger extent 
than do other members. They seem to be 
used to being told what to do and having 
activities forced upon them. Men who were 
formerly skilled craftsmen and others who 
were financially well off at one time in their 
lives also have high rates of participation, 
such as in arts and crafts. This phenomenon 
may be traced to how they spent the leisure 
they enjoyed and the hobbies they developed 
prior to their institutionalization. Most of 
the men who participated in one activity 
participated in several others so that, in 
fact, relatively few constituted the bulk of 
the participants. Thus, recreation and so- 
ciability seem to be intertwined. The mem- 
bers tended to shun one another and to pre- 
fer recreational pursuits in which they were 
able to avoid the company of others, such 
as playing solitaire and, to a lesser degree, 
working alone in an arts and crafts shop. 
Perhaps the only escape from the enforced 
congregate living of a domiciliary is with- 


46. In some cases, leaving theatres and the bleach- 
ers adjacent to the athletic field may be associated 
with kidney diseases and arthritic or joint diseases 
in which prolonged sitting may be uncomfortable or 
even painful. However, the predominance of this 
kind of behavior among both the crippled and non- 
crippled rules out considering the quality of the 
movie or games as the crucial variable. Similarly, 
low intelligence cannot be accepted as an explana- 
tion because members of domiciliaries have approxi- 
mately average intelligence as has been shown by 
Wechsler-Bellevue test scores in several unpublished 
studies. The inability to focus their attention could 
be traceable to aspects of their personalities other 
than intelligence, such as lack of appreciation and 
understanding of certain fields of culture and im- 
patience with persons, events, or situations which 
do not fall within their experience. 


drawal into the self and involvement in soli- 
tary activities. 


Drinking Patterns 


Men in veterans’ homes have been noted 
for the extent to which they have over in- 
dulged in drinking.*7 In one home it was 
reported that mustard was made available 
in the home beer mess for the purpose of 
stimulating thirst!*® Assertions and statis- 
tics are abundant which suggest that drink- 
ing gave rise to most of the disciplinary 
problems in the various homes.*® Particu- 
larly interesting and additional substanti- 
ation for the extent of drinking in the homes 
is the evidence available in annual reports 
for the various homes regarding utilization 
of the Keeley cure and the formation of 
Keeley clubs.°° 

Prior to 1900, it appears that in many of 
the soldiers’ homes a beer mess existed but 
many of these were eliminated as a con- 
sequence of the national social movement 
for prohibition, which began by attacking 
the consumption of alcoholic beverages by 
old soldiers and men in the armed forces 
and culminated later in the Volstead Act 
(1919) .51 In two of the homes visited by 
the author, beer messes existed. The man- 
agers of these homes felt that maintaining 
a beer mess in the home enabled them to 
control the amount of drinking and mini- 
mize resultant disciplinary problems. In the 
other two homes no such messes existed, and 
in one of these homes particularly, drinking 
behavior appeared to be the most serious 
problem facing the manager in administer- 
ing the home. 

Cursory studies®? made of soldiers’ homes 
in the days when beer canteens were oper- 
ated indicated that drunkenness was com- 
paratively less than after the general re- 


47. See Corbett, pp. 186-187. 

48. Joshua L. Baily, The National Home for Dis- 
abled Volunteer Soldiers (Philadelphia: Leeds and 
Biddle, 1902), pp. 9-10. 

49. Patten, op. cit., pp. 274-292. 

50. See “Keeley, Leslie E.,” Encyclopedia Ameri- 
cana (1950), Vol. 16, p. 333. 

51. Patten, op. cit., pp. 274-292. 

52. See Ibid. 
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moval of the canteens about the turn of the 
century. It was often remarked in these 
studies that the canteen encouraged socia- 
bility among the members, partly because of 
drinking beer per se and a consequent loos- 
ening of tongues and partly because the tap- 
room situation was usually defined as one 
in which persons present were supposed to 
interact. In one home at least, the passage 
of the beer canteen resulted in a decrease 
in sociability, an increase in drunkenness, 
and an increase in the surreptitious bring- 
ing of bottles into the home.** 

Today, group psychotherapy and affili- 
ation with Alcoholics Anonymous are made 
use of in helping veterans in soldiers’ homes 
obtain a modicum of control over their drink- 
ing behavior. Of course, not a great deal is 
known and generally accepted with respect 
to the causes and treatment of alcoholism. 
The crucial problem is that sufficient condi- 
tions for inordinate drinking are present 
in domiciliaries today. That is to say, many 
of the men are lonely and almost all are 
not busy. Many have long records of drink- 
ing problems. The majority of the men have 
pensions, and bars, while not in the home, 
seem never to be far away. There is, in sum- 
mary, the motivation to drink and the means 
to drink. 


Patterns in the Administration of Pensions 


Going back to the days when the first 
domiciliaries were established in Europe and 
continuing to the time when the NHDVS was 
established in the United States, the found- 
ers of the institutions always believed that 
soldiers’ homes could be financed by military 
deserters’ pay, courts-martial fines and re- 
lated pay stoppages, the accumulated pay of 
servicemen dying without heirs, et cetera. 
These expectations generally underestimated 
the cost of maintaining a home, and the re- 
sult was for the government to step in and 
support such homes.*# 

There has always been a controversy as 
to whether or not a veteran drawing a pen- 


53. Corbett, op. cit., pp.. 188-192. 


54. Patten, op. cit., pp. 48, 55, 233. This assertion 
does not hold for the United States Soldiers’ Home 
in Washington. 


sion for a nonservice-connected disability or 
compensation for a service-connected disabil- 
ity should surrender all or part of his mone- 
tary award upon entering a soldiers’ home. 
Actually, to receive a pension while living in 
a soldiers’ home is logically inconsistent and 
tantamount to receiving indoor and outdoor 
relief simultaneously! In general, this con- 
troversy was settled for a while in the nine- 
teenth century by requiring that the enter- 
ing members assign their pensions to the 
home. However, the surrendered pensions 
were held in trust and doled back partly in 
“pocket money” to the members, the rest 
being given the men as a commuted lump- 
sum payment whenever they left the home 
(or turned over to their heirs at death, or 
retained by the home if the deceased veteran 
left no heirs). 

In the federal and most of the state homes 
today, members have their pensions and 
compensation reduced after they have been 
in residence more than six months. The 
amount of pension reduction is held in trust 
and paid in full to the veteran when he 
leaves the home; therefore, an incentive is 
created to leave the home, collect the accum- 
ulated money, and move on sooner or later 
to another home in another state—to a south- 
ern or Pacific Coast home in the winter or 
a mountain or Northern state home in the 
summer, whichever is preferred by the in- 
dividual.® It was even reported to the author 
that some men apparently like to brag that 
they have been in every home in the United 
States! 

The system of federal veteran pension ad- 
ministration now in operation allows a newly 
entered domiciliary member the assurance 
of his pension for six months, during which 
time he can plan his next move. Thus men 
enter homes and do not intend to stay long; 
therefore, they do not bother to make 
friends, form social groups, or in fact pro- 
vide the administrators of the home with a 
sufficiently stable population so that steps 
can be taken to cope with the problems of 
drinking and sociability. The changed cul- 


55. See U. S. Congress, House Committee on Vet- 
erans’ Affairs, Hearings on Legislation Proposing 
Construction Aid to State Soldiers Homes, and Reg- 
ulating Federal Payments Thereto, 84th Congress, 
2nd Session, pp. 1928-1929, 1988. 
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ture and formal organization of the admin- 
istration and membership described above 
are thus only partial steps toward providing 
domiciliary care which is not only oriented 
toward but also successful in providing for 
the rehabilitation and resocialization of the 
membership. The underlying sociocultural 
factors described and analyzed impinge upon 
the provision of domiciliary care in ways 
which are not especially subtle to the social 
scientist. 


CONCLUSIONS 


The data lend support to the statements 
which follow: 

1. The quasi-military culture and nomen- 
clature of the old soldiers’ home has rather 
successfully been supplanted by new systems 
more appropriate for a rehabilitation insti- 
tution. The organization of the membership 
has not been significantly modified; the 
members are still organized for congregate 
living, and are supervised at the first level 
by member-employees. Although there are 
some advantages to the continuation of this 
form of organization, it is likely that the 
rehabilitative objectives of domiciliary care 
could be fulfilled better if the first level of 
contact between members and the adminis- 
tration of the home involved a staff person 
more professionally sensitive to the mem- 
ber’s needs. 

2. Veterans living in domiciliaries have 


always manifested antisocial behavior. They 
exemplify the seeming contradiction of prox- 
imity and isolation, physical proximity and 
social isolation. The explanation for this lack 
of sociability may be framed in terms of 
their psychodynamics or their life-experi- 
ences (or both). 

3. Recreational opportunities are provided 
for domiciliary members, but their behavior, 
especially their lack of sociability, manifest 
restlessness, and apparent limitations in ap- 
preciation of various fields of culture impede 
the success of the programs. The persistence 
of solitaire and arts and crafts together with 
movies, television, and other spectator-audi- 
ence type recreation holds more promise for 
filling empty hours than stimulating the so- 
ciability potential of a man resistant to 
group life and community living. 

4. Unrestrained behavior resulting from 
excessive drinking creates persistent prob- 
lems in interpersonal relations among the 
members. Intoxication has always been and 
remains today the preeminent problem in 
the administration of domiciliary care, both 
from the standpoint of outmoded mere cus- 
todial care and that of modern rehabilitation. 

5. The manner in which pensions are ..d- 
ministered seems to contribute to the mal- 
functioning of the administration of domi- 
ciliary care and to contribute further to the 
human relations and administrative problems 
complicating the achievement of public pol- 
icy objectives. 


ANNUAL MEETING OF THE AMERICAN ORTHOPSYCHIATRIC ASSN., INC. 
1790 BROADWAY, NEW YORK 19, N. Y. 


More than 5,000 specialists in the behavioral sci- 
ences from all parts of the United States and Can- 
ada attended the 38th annual meeting of the Amer- 
ican Orthopsychiatric Association at the Hotel Stat- 
ler-Hilton, New York City, March 22-25, 1961. 


Psychiatrists, psychologists, psychiatric social 
workers, educators, nurses and other specialists as 
well as interested laymen focused on mental health 
problems of individuals, the community, and society. 
Scientific sessions and workshops dealt with such 
currently important topics as juvenile delinquency, 
childhood schizophrenia, brain damage, learning dis- 
orders, treatment of individuals in industry, migra- 
tion and urbanization, law and psychiatry and prob- 
lems of the aging. A session on a generation of world 


tension discussed concentration camp survivors and 
disarmament. 

There were joint sessions with the American Pub- 
lic Health Association, the World Federation for 
Mental Health, the American Group Psychotherapy 
Association, the American Association of Psychi- 
atric Clinics for Children and the American College 
Health Association. 

More than 70 scientific papers were given on such 
topics as family therapy, psychotherapy with chil- 
dren, child placement and adoption, animal research, 
school phobia, work camp programs for delinquents, 
genetics and behavior, psychiatric services within 
state parole and correction programs, community 
mental health programs, problems of minority 
groups, and the school and mental health. 
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EDITOR’S NOTE: The Journal of Health and Human Behavior is glad to publish Dr. Buck’s in- 
formative article on “Behavioral Scientists in Schools of Medicine” in this issue. Its editors do not commit 
themselves, however, to the use of the term “behavioral scientists” as applicable to all who are included 
in the report—one of us wants the term excluded from the vocabulary of all papers; and Dr. Buck shows 
no firm commitment to it, either, as an adequate designation of some groups of “psychologists,” for ex- 
ample. The confusion is not Dr. Buck’s, however. It is indigenous to the prevailing uncertainty in the 
role patterns and expectations among persons participating in new relationships and functions—a situa- 
tion in which no criticism is applicable to either medical faculties or their new colleagues. 


BEHAVIORAL SCIENTISTS IN SCHOOLS OF MEDICINE 


Rodger L. Buck, M.D. 
PURPOSE OF THE STUDY 


This paper is presented as one of a series 
of reports following a survey recently con- 
cluded. The purpose of this study was to as- 
sess the current and projected status of the 
inclusion of the behavioral sciences in medi- 
cal education.! The research procedures in- 
cluded: (1) sending a questionnaire to each 
medical school in the United States in opera- 
tion during the fall term of 1959;? (2) data 
gathering visits to twenty-seven medical 
schools; (3) extensive interviews with be- 
havioral scientists* and medical educators; 
(4) a review of the literature; and (5) ex- 
amination of medical school catalogs, course 
outlines, prospectuses, and other pertinent 
materials. 


The bulk of the present paper will be 
drawn from the first part of the question- 
naire, which requested data concerning all 
personnel with medical school appointments 


1. This study was supported by the Russell Sage 
Foundation and by the Training Program for Social 
Scientists in Medicine, Harvard University. 


2. The questionnaire had the approval and sup- 
port of the Association of American Medical Col- 
leges. On August 6, 1959, a set was sent to each 
medical school dean, who was requested to have one 
copy completed by each department head. 


3. The term “behavioral sciences’ as used here 
refers primarily to sociology, anthropology, and 
psychology. Secondarily, it draws upon content from 
the other social sciences and from the biological and 
physical sciences. 


The term “behavioral scientist,” as used here, re- 
fers to anyone who uses, in a scientific manner, the 
content and methods of one or more of the behavior- 
al disciplines. 


Indiana University 


who identify with one of the following five 
disciplines: psychology, sociology, anthro- 
pology, economics, and political science. Al- 
though the wording of the questionnaire 
seemed to exclude most physician behavioral 
scientists, it was certainly not the writer’s 
intention to disregard the impact or contri- 
butions of the physicians in a program of 
behavioral sciences. Nor was it considered 
unimportant to learn how many physician 
behavioral scientists have medical faculty ap- 
pointments. The explanation, then, involves 
the procedure: there seemed to be no ¢con- 
crete method for gathering and controlling 
the data about medical doctors. One could 
never be certain how complete or how ac- 
curate the results really were. On the other 
hand, this was no problem with the non- 
physician group: a degree in one of the con- 
stituent disciplines provides an acceptable 
(albeit not perfect) criterion. Nevertheless, 
a few M.D.’s are among the “other degrees” 
category in the tables to follow. 


DATA OBTAINED BY THE QUESTIONNAIRE 


Seventy of the 84 medical schools then op- 
erating in the continental United States com- 
pleted “Part One” of the questionnaire. This 
83 per cent response included three of the 
four schools with a two-year curriculum. 

Table 1 may be consulted for the first hint 
of what was found. The formidable total of 
762 who identify with the five disciplines 
and have medical school appointments will, 
no doubt, come as somewhat of a surprise to 
many people. And 62 per cent of these have 
full-time appointments. 
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Included in these figures are only those 
persons who were named and had their ap- 
pointments during the fall term of 1959. A 
number of schools indicated existing vacan- 
cies or positions that would soon be created, 
but these were not included. Also excluded 
were a number of persons with degrees in 
medical social work who had been listed as 
psychologists or sociologists (most common- 
ly the latter). Some of these may well qual- 
ify as behavioral scientists. However, they 
were most often listed by those departments 
which seemed least likely to know the differ- 
ence between a social worker and a sociol- 
ogist. Departments of psychiatry and pre- 
ventive medicine, on the other hand, almost 
never listed their social workers. For these 
reasons, the data concerning these persons 
were judged to be incomplete, and were, 
therefore, excluded. 

Table 2 gives the distribution of the three 
“core disciplines” among the seventy medical 
schools. The widest spread occurs among the 
psychologists: four schools reported none, 
but one school listed forty-seven. Although 


the median number of both anthropologists 
and sociologists per medical school is one, 
the former are more likely to be found alone 
on a medical faculty. 

Table 3 includes data on the roles of these 
persons. These data show that anthropolo- 
gists and sociologists are more likely to give 
lectures, while psychologists participate 
more in patient seminars and ward rounds. 
The category, “other forms of teaching,” 
served as a catch-all for an assortment of 
activities, some of which were not truly rele- 
vant to the medical curriculum, such as 
teaching in postgraduate courses and in in- 
ternship and residency programs, lecturing 
to nurses, and participating in faculty semi- 
nars. Contacts with medical students were 
most often through research activities, such 
as directing, or consulting about, research 
projects carried on by medical students, or 
with the more intangible instruction that 
“rubs off” on students from behavioral sci- 
entists who conduct their own research in 
wards and clinics in which the students are 
present. 


Table 1 
Behavioral Scientists with Medical Faculty Appointments in 70 Medical Schools in the United States 








Number From 


Having Full-Time Appointment 


Having a Ph.D. Degree 











Each Discipline Number Per Cent Number Per Cent 

Psychology (583) 408 70.0 443 76.0 

Sociology (96) 33 34.0 75 78.0 

Anthropology (69) 29 42.0 61 88.0 

Political Scientists (11) 0 0.0 2 —_— 

Economists (3) 0 0.0 3 —— 
Table 2 


The Distribution of Behavioral Scientists Among 70 Medical Schools in the United States 














Disciplines Number of Schools Having Given Numbers from Each Discipline 
Represented None 1-2 3-4 5-9 10-19 20 or More Total 
Psychology 4 10 15 15 22 3* 583 
Sociology 31 26 9 4; 0 0 96 
Anthropology 34 30 3 3t 0 0 69§ 
Political Scientists 11 
Economists 3 





*The greatest number of psychologists in any school is 47—1 school. 


+The greatest number of sociologists in any school is 9—1 school. 


{The greatest number of anthropologists in any school is 6—2 schools. 
§Two anthropologists are counted twice because of appointments in more than 1 school. 








HEALTH AND BEHAVIOR IN HOMES FOR VETERANS 61 


Table 3 


Functions Performed by Members of Three 
Behavioral Sciences 














Functions Percentage of Number 
in Each Discipline 
Anthropol- Sociol- Psychol- 
ogists ogists ogists 
Do research* 85 90 88 
Deliver formal classroom 
lectures 59 46 41 
Take part in: 
Teaching ward rounds 16 16 29 
Patient seminars 43. 31 50 
Other forms of teaching 39 34 41 
Data incomplete 3 1 3T 





*The data on research activities are probably in- 
complete for personnel with part-time or guest ap- 
pointments. 

+Rounded off from 2.7 per cent. 


Psychologists 


Sixty-six of the seventy medical schools 
utilize the services of 583 persons who iden- 
tify with psychology; 443 of these hold a 
Ph.D. degree, and 408 have full-time appoint- 
ments. A detailed breakdown is given in 
Table 4 of the roles played by psychologists. 

It appears (in Table 2) that only four 
schools, all Southern, listed no psychologists. 
One of these has a two-year curriculum. The 
school with 47 psychologists is in the North- 
east. 

The heads of departments were asked (in 
the questionnaire) to classify the psycholo- 
gists by the fields to which they were com- 
mitted: (1) personality, (2) social psychol- 
ogy, (3) psychometrics, and (4) physiologi- 
cal and experimental psychology. Many were 
listed under more than one heading—two, 
three, or even four fields. Numbers by fields 
of interest follow: personality, 269; physio- 
logical and experimental psychology, 159; 
psychometrics, 154; social psychology, 60; 
clinical psychology, 36; developmental psy- 
chology, 1; and no data, 16. 

The number of psychologists in various 
departments of medical schools follows: in 
departments of psychiatry, 483; psychiatry 
and another department, 35; pediatrics, 40; 
physiology and/or anatomy, 18; various 
types of departments of medicine, 30; and 


other, 31. Thus, 74 per cent of the psycholo- 
gists are in departments of psychiatry and 
another 5.6 per cent have a joint appoint- 
ment with this department. The next largest 
affiliation is with pediatrics, 6.7 per cent; 
and another 3.7 per cent have a joint affilia- 
tion with pediatrics. 

Although the vast majority of psycholo- 
gists have their appointments in psychiatry, 
many other departments also employ their 
services. 

Psychologists of professional rank in de- 
partments of psychiatry hold such titles as 
Clinical Professor of Psychology, Professor 
of Clinical Psychology, Professor of Medical 
Psychology, Professor of Psychology, Con- 
sultant-Professor of Psychology, and Profes- 
sor of Mental Hygiene. On the level of asso- 
ciate professor, they are called Associate 
Professor of Psychiatry, Associate Professor 
of Psychology, Associate Clinical Professor 
of Medical Psychology, and Visiting Associ- 
ate Professor of Research in the Behavioral 
Sciences. On the level of assistant professor 
and instructor, the titles are too similar to 
those on other levels to repeat them. Other 
departments than psychiatry have Research 
Associates, Instructors in Clinical or Medical 
Psychology, et cetera. 

The data show that 41 per cent of the 
psychologists deliver formal lectures to med- 
ical students. This response differs with the 
observations made during the field trips: a 
considerably smaller percentage performed 
this function in the twenty-seven visited 
schools. An overwhelming number were uti- 
lized solely in testing and/or research roles, 
many were in psychological internship pro- 
grams, and a few more were performing 
psychotherapy. Furthermore, the author’s 
impression was that teaching duties were 


4. A list of departmental and cross-departmental 
appointments of psychologists is informative: psy- 
chiatry, psychiatry and pediatrics, psychiatry and 
preventive medicine, psychiatry and anatomy, psy- 
chiatry and medicine, psychiatry and surgery, psy- 
chiatry and rehabilitative medicine, psychiatry and 
pharmacology, psychiatry and physiology, psychi- 
atry and obstetrics and gynecology; pediatrics and 
medicine; physiology, physiology and anatomy; re- 
habilitation medicine and/or physical medicine; pre- 
ventive medicine; obstetrics and gynecology; sur- 
gery; neurology and neurosurgery; E. N. T.; legal 
medicine; speech; and social service. 
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Table 4 


Duties of Behavioral Scientists in 70 Medical Schools by Degrees and Appointments 








Duty and Number 


Degrees and Types of Appointment 











Performing It Ph.D. M.A. Other Degrees 
Full Part Guest Full Part Guest Full Part Guest 
A. Psychologists (N: 583) * 
Research (513) 287 104 12 52 22 1 31 3 0 
Formal class lectures (239) 149 41 q 20 f 0 11 3 0 
Take part in: 
Teaching ward rounds (171) 112 21 1 24 4 1 6 1 0 
Patient seminars (297) 183 46 6 35 14 1 8 3 0 
Other teaching (234) 141 44 8 21 11 1 8 0 0 
N roles of 583 psychologists 872 356 34 152 58 4 64 10 0 
Total N roles: 1550. 
B. Sociologists (N: 96)* 
Research (86) 24 27 18° 8 8 0 0 1 0 
Formal class lectures (44) 11 16 9 4 1 2 0 1 0 
Take part in: 
Teaching ward rounds (15) 6 6 0 2 0 0 0 1 0 
Patient seminars (29) 12 9 2 4 0 0 1 1 0 
Other teaching (33) 12 10 8 3 0 0 0 0 0 
N roles of 96 sociologists 65 68 37 21 9 2 1 4 0 
Total N roles: 207. 
C. Anthropologists (N: 69)* 
Research (58) 21 9 21 3 1 0 2 1 0 
Formal class lectures (41) 17 7 11 1 0 0 4 1 0 
Take part in: 
Teaching ward rounds 5 2 0 1 0 0 3 0 0 
Patient seminars 11 7 “| 2 1 0 3 0 0 
Other teaching 10 4 12 0 0 0 0 0 0 
N roles of 69 anthropologists 64 29 51 7 2 0 12 2 0 


Total N roles: 167. 





*The data are incomplete on 16, or 3 per cent, of the psychologists, one of the sociologists, and on 2 of 


the anthropologists. 


more often in relation to psychiatric resi- 
dents than to medical students. 

Many respondents (some psychologists in- 
cluded) have objected to including all psy- 
chologists as behavioral scientists. It was 
maintained, for example, that those whose 
duties involve only psychometrics should be 
excluded. Since only sixty psychologists were 
identified with social psychology, some would 
maintain that not more than 10 per cent of 
the psychologists in medical schools should 
be classified as social scientists.® 


5. It seems unimportant to the purposes of this 
study to enter into this argument. Data have been 
collected concerning the total number of psycholo- 
gists and their various roles. The reader may inter- 
pret these as he sees fit. 


Sociologists 


Only a third of the ninety-six sociologists 
with medical school affiliation have full-time 
appointments.® Table 4 indicates that the 
majority are engaged for research purposes 
only. Less than half deliver lectures.’ 

Thirty-nine schools of this sample employ 
sociologists and twenty-seven of these have 
more than one on the staff (at one school 
there are nine). 


6. The reader may remember that this total ex- 
cludes all medical social workers who may have 
been listed on the questionnaires. 

7. At the medical schools visited, perhaps because 
of the selectiveness of the sample, approximately 90 
per cent of the sociologists delivered lectures to 
medical students. 
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The majority of sociologists, 58 out of 
the 96 (60 per cent), have appointments 
solely in departments of psychiatry and 
about 10 per cent with each of two other 
departments, preventive medicine 10, and 
medicine, including comprehensive medicine 
10). These three departments support, singly 
or in combination with another department, 
87 per cent of the sociologists on medical 
faculties. In pediatrics there are 5 sociolo- 
gists, and 1 each solely in legal medicine 
and rehabilitation medicine. The department- 
al affiliations of 4 sociologists are not speci- 
fied. 

Sociologists hold such titles in departments 
of psychiatry as Clinical Professor, Assist- 
ant Professor of Sociology, Senior Research 
Associate in Psychiatry, Instructor in Medi- 
cal Sociology, and Lecturer in Sociology. In 
other departments sociologists bear such 
titles as Assistant Professor of Preventive 
Medicine and Public Health (Medical Sociol- 
ogy), or simply Assistant Professor of Pre- 
ventive Medicine and Public Health, or Re- 
search Associate in Medicine. 


Anthropologists 


Of the three “core disciplines,” anthropol- 
ogy has the smallest absolute representation, 
with a total of sixty-nine. However, their 
representation on medical faculties is pro- 
portionately greater than for either psychol- 
ogists or sociologists. That is, the ratio of the 
number of anthropologists in medical facul- 
ties to the total number in the nation is 
higher than the ratios for psychologists or 
sociologists. 

A higher percentage (42 per cent) are 
full-time than is the case with the sociolo- 
gists, and 88 per cent of the anthropologists 
hold a Ph.D. degree (See Table 4). Nine of 
the anthropologists are known to be physical 
anthropologists and three others are pre- 
sumed to be (eleven of these twelve are with 
departments of anatomy). More than half of 
the anthropologists deliver formal lectures 
to medical students. Their employment in 
teaching is greater than that of sociologists 
in three of the four teaching categories; in 
the fourth, teaching ward rounds, it is iden- 


tical for both. And, lastly, more different de- 
partments employ anthropologists than soci- 
ologists. 

Thirty anthropologists were employed in 
departments of psychiatry (43 per cent), 11 
in anatomy (16 per cent), and 8 in pediatrics 
(11 per cent). There were 6 in preventive 
medicine, 2 in medicine, and 8 in various 
other departments. The departmental affilia- 
tions of 4 were not specified. Anthropolo- 
gists were given titles such as Professor of 
Social Psychiatry; Professor, Department of 
Anatomy; Associate Professor of Social An- 
thropology in Psychiatry; Assistant, Tropi- 
cal Medicine and Public Health; and, curious- 
ly, Assistant Professor of Medical Sociology, 
Department of Preventive Medicine. 


Political Scientists 


The response regarding the political sci- 
entists was the least reliable of the five disci- 
plines. Of the eleven names listed only two 
have a Ph.D., all others have their degrees in 
law. 

None of the eleven has a full-time appoint- 
ment. All but one (a Ph.D.) deliver formal 
classroom lectures to medical students. The 
two with Ph.D. degrees were the only politi- 
cal scientists engaged in research. Four (one 
Ph.D. and three lawyers) were identified 
with departments of psychiatry; three law- 
yers, with legal medicine; one Ph.D., with 
preventive medicine; and the duties of three 
lawyers were not identified. These eleven 
appointments were in eight medical schools, 
two of which listed one Ph.D. each. There is 
at least some utilization of political scientists 
in medical schools. 


Economists 


Three economists, all having Ph.D. de- 
grees, are listed as having part-time appoint- 
ments, and all three perform research. One 
takes part in patient seminars. One has his 
appointment with medicine, another with 
preventive medicine, and one with psychi- 
atry. Three schools each list one of these. 








SUMMARY AND CONCLUSIONS 


Some 762 “behavioral scientists” hold fac- 
ulty appointments in the seventy medical 
schools in our sample. Seventy-seven per 
cent of these hold a Ph.D. degree. Sixty-two 
per cent have full-time appointments. Sixty- 
nine per cent have their appointments with 
a department of psychiatry; another five 
per cent, with psychiatry and some other de- 
partment. Faculty ranks run the full range 
up to, and including, “Full Professor.” Soci- 
ologists are less likely to hold the highest 
ranks than are psychologists or anthropolo- 
gists. Possible reasons: psychologists have 
been on medical faculties a longer period of 
time, and a higher percentage have full-time 
appointments; anthropologists also have a 
higher percentage of full-time appointments, 
and many are physical anthropologists; so- 
ciologists are new to medical faculties, have 
fewer full-time appointments, and their roles 
have not been as well defined or institution- 
alized. 

The relatively large numbers of behavioral 
scientists with Ph.D. degrees now on medi- 
cal faculties is in itself rather amazing. 
When this figure is added to the unknown 
number of physicians who identify with the 
behavioral sciences, the picture is one of a 
sizeable minority of the total faculty. Of 
far more significance to the overall study 
than the sheer number of behavioral scien- 
tists, however, is the fact that so many of 
them have joined the faculties in the past 
ten years. This is particularly true of the 
sociologists and anthropologists. Even 
though there are no previous studies upon 
which comparisons can be based, there is 
every indication that fewer than 10 per cent 
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of these two groups actually had medical 
school appointments prior to 1950.8 Psycholo- 


‘gists have been utilized for a longer period, 


but when the results of this study are com- 
pared with those of Matarazzo® and Mensh?° 
it is evident that the number of psychologists 
on medical faculties prior to 1950 was but a 
small percentage of the current number. 
Furthermore, the creation or enlargement of 
so many departments of psychiatry during 
the past ten years is further evidence of the 
recentness of the impact of behavioral scien- 
tists. Not only are there far more psychi- 
atrists in medical schools, there has also been 
a shift in the theoretical orientation within 
many of these departments. Zilboorg notes 
it was not until after the conclusion of World 
War II that psychoanalysis began appearing 
in Departments of Psychiatry in schools of 
medicine.'! The total picture, then, is of a 
very rapid emergence within the past ten 
years of behavioral scientists on medical 
school faculties. An impact of this magnitude 
(in terms of both total numbers and new- 
ness) quite obviously would call forth many 
stresses. This will be the subject of a later 
report. 


8. Robert Straus, in 1957, reported twenty-four 
medical sociologists with medical school appoint- 
ments. Robert Straus, “The Nature and Status of 
Medical Sociology,” American Sociological Review, 
22 (1957), 200-204. 


9. J. D. Matarazzo and R. S. Daniel, “Psycholo- 
gists in Medical Schools,” Neuropsychiatry, 4 
(1957), 93-107. 


10. I. N. Mensh, “Psychology in Medical Educa- 
tion,” American Psychologist, 8 (1953), 83-85. 


11. Gregory Zilboorg, “Clinical Transformations 
in Psychiatry and Psychoanalysis,” Journal of the 
American Medical Association, 171 (1959), 648-651. 
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A NOTE ON THE PERILS OF BRINGING UP 
A YOUNG JOURNAL 


AN EDITORIAL 


“He that hath wife and children hath 
given hostages to fortune,” but having a 
new journal also has its hazards and its 
“great reason ... [to] have greatest care 
of future times unto which [those having 
it] must transmit their dearest pledges.” 

We hasten to make whatever apologies to 
the memory of Francis Bacon we owe it— 
and him! But what he said about getting 
married and having children is equally ap- 
plicable to those who undertake to establish 
and edit a new journal. Their thoughts can- 
not “end with themselves,” and they cannot 
“account future times impertinences.” Nei- 
ther can they imagine that a vast number of 
details are “impertinences” in the present. 

For example, there is the problem of read- 
ing proof. The magnitude of this problem 
prompted one set of editors to quote a pas- 
sage from Dickens’ Pickwick Papers as 
“apropos of proof-reading.” When Sam 
Weller was asked whether he had “a pair of 
eyes,” he replied: 


Yes, I have a pair of eyes ... and that’s 
just it. If they wos a pair o’ patent double 
million magnifyin’ gas microscopes of hextra 
power, p’raps I might be able to see through 
a flight o’ stairs and a deal door; but bein’ 
only eyes, you see, my wision’s limited. 


The quotation may be appropriate, but it 
is not adequate to indicate all the difficul- 
ties that inhere in setting up a plan for 
proof-reading and editing in general. An edi- 
tor may rewrite tables completely because 
it is easier to do it than to explain how it 
ought to be done, do all the references over 
to make them consistent, go to the library 
repeatedly to check the accuracy of refer- 
ences in their revised form, spend much time 
looking “through a flight of stairs and a deal 
door” in the process of interpreting hidden 
meanings, recompose whole paragraphs, and 


1. Harry Elmer Barnes, Howard Becker, and 
Frances Bennett Becker (eds.), Contemporary So- 
cial Theory (New York: D. Appleton-Century Com- 
pany, 1940), p. vii. 


come out with final proof in which there is 
scarcely an error; but, when the issue on 
which he has spent many days and nights 
comes off the press, the first thing that 
meets his eye may be a typographical error 
on the page listing the contents! 

On the page, “Contents for Winter 1960,” 
we managed to change the name of Kirson 
Weinberg to Kirshon, even after trying to 
get it corrected in advance. Then, in Dr. 
Robert H. Dovenmuehle’s paper on “Health 
and Aging,” the writer as well as the editors 
failed to see that the EEG heading of Figure 
3 (p. 276) would appear as EGG! The mis- 
take was made in the editorial offices; and 
nobody can imagine an editor’s EEG reading 
after he has laid an EGG that big! 

In the Abstracts of the same issue, No. 4, 
we managed to change the name of George 
G. Reader, M.D., twice to George Reeder. 
This occurred in spite of the fact that Dr. 
Reader is one of the most valuable editors 
of the Journal, and no one has taken a great- 
er interest in it. Not to be too discriminat- 
ing, we treated Gerald L. Klerman, M.D., in 
a similar manner. He appreciated a lengthy 
abstract of one of his papers (on pp. 297- 
298), but he naturally wants readers to 
know his real name is Klerman, not Kerl- 
man. 

Errors in proof-reading appear in the 
most highly visible spots for the reason that 
the editors least expect to find them there 
in the first place—we have looked more 
closely where we really expected to find 
errors—in the body of the articles. We know 
no way to make an adequate apology; but 
we have no Freudian motivation for chang- 
ing “battle scared” to “bottle scarred” as we 
try it. Hazards of reading proof will be more 
easily overcome in Volume II than in Vol- 
ume I. 

The greatest difficulties, however, are 
yet to be named. These include (1) bringing 
up the new publication, by way of analogy 
even as in the case of a child, with a healthy 
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and definitive ego, involving both self- and 
group-identity ; (2) clothing it with an at- 
tractive and manageable format and getting 
writers to accept the desired forms; (3) 
watching “the language and thought of the 
child;” (4) getting him (it) ready to go out 
on time; and (5) organizing the editorial 
family’s functions in a way to achieve the 
latter purpose. 

With regard to the first, every established 
journal has gone through the same process. 
The journals of each and every professional 
society or association have a built-in group- 
identity, yet each must come to be known 
for its own distinct character. It needs, as 
Erik Erikson says of the child, “an immedi- 
ate perception of [its] self-sameness and 
continuity in time; and the simultaneous 
perception of the fact that others recognize 
[its] sameness and continuity.’”? Just as a 
growing child “must derive a vitalizing sense 
of reality from the awareness that his indi- 
vidual way of mastering experience (his ego 
synthesis) is a successful variant of a group 
identity and is in accord with its space-time 
and life plan,’* a journal must feel that its 
own character is “in accord with [the] 
space-time and life plan” of some reference 
group or groups. 

Awareness of self- and group-identity is 
made easier when the group is a unified 
whole. To be specific, the Southwestern So- 
cial Science Quarterly has the problem of 
identifying with all the subgroups in the 
interdisciplinary Southwestern Social Sci- 
ence Association, while Psychological Issues, 
which includes the study cited from Erikson, 
has a specific identification with a specific 
group. The work cited is characteristic of 
the journal’s self- and group-identity. Psy- 
chological Issues has undertaken to devote 
itself “largely to contributions of mono- 


2. Erik H. Erikson, “Ego Development and His- 
torical Change,” originally published in The Psy- 
choanalytic Study of the Child, 2 (1946), 359-396, 
and reprinted in “Identity and the Life Cycle: Se- 
lected Papers by Erik H. Erikson, with a Historical 
Introduction by David Rapaport,” in Psychological 
Issues, 1 (1959), No. 1, Monograph 1, 18-49; see 
especially pp. 22-23. The publisher of Psychological 
Issues is the International Universities Press, Inc., 
227 West 13th Street, New York 11, New York. 


3. Ibid., p. 22. 


graphic length.” This is a program ‘which 


. allows for leisurely and thorough presenta- 


tion of data and ideas. . . . Psychological Is- 
sues will strive for the ideal that every con- 
tribution should be rewarding to read for 
its style as well as its substance.’* It has 
two reference groups to insure its self and 
its social respect: the International Uni- 
versities Press, Inc., “an organization long 
associated with the publication of psycho- 
analytic literature,” and the whole con- 
fraternity of psychoanalysts. Its conscious- 
ness of its “selfsameness and continuity in 
time” is guaranteed by the fact that “the 
Board of Editors will in all instances be 
governed by its current definition and ap- 
praisal of the status and nutritional require- 
ments of general psychoanalytic theory.’® 

The problem of developing an identity of 
group and self is more difficult for the 
Journal of Health and Human Behavior than 
for Psychological Issues. Social Problems, 
which has had hard sledding in achieving 
a very worthy publication program, finds 
help out of its identification with a segment 
of a wider professional association, but not 
as much as it would like to have. The Journal 
of Health and Human Behavior is attempting 
an interdisciplinary program of publication 
with the idea, not of a preassured acceptance 
as the voice of cross-disciplinary interests, 
but with the hope of being a factor in the 
development of a growing intergroup iden- 
tity which will, in turn, contribute to its 
growing sense of self-identity. It still re- 
mains to be demonstrated that this can be 
done, but we are full of hope. Perhaps the 
degree to which it will be accomplished de- 
pends upon the number of excellent papers 
it can bring inside its covers of interest to 
all disciplines, rather than having one paper 
of interest to one discipline, another of in- 
terest to another, and a third that neither of 
the first two groups will look at. 

The task of clothing the Journal with an 
attractive and manageable format and get- 
ting writers to accept the desired forms is 
being accomplished progressively issue by 
issue. The current issue, in which we are 
celebrating the first birthday of the Journal, 


4. Op. cit., pp. iv-v. 
5. Loc. cit. 
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may serve as an example to prospective au- 
thors of the desired forms for tables, fig- 
ures, and references. 

Watching “the language and the thought 
of the child” is more difficult. If Piaget’s 
child had the tendency to talk to himself, 
carry on a monologue, and be the “unmeas- 
ured measurer of all things,”’® the young 
Journal must not be a child in this respect. 
It must not jabber with jabberwocky jar- 
gon, or imagine that involved babbling in 
a highly specialized language is a substitute 
for a simple idea simply expressed. Clear 
ideas have a way of getting themselves un- 
derstood. 

We want for our Journal a good vocabu- 
lary; but communication takes place only 
through shared symbols. Since we are shar- 
ing symbols across interdisciplinary lines, 
we want our authors to take the role of read- 
ers, who “don’t even speak our language,” 
sufficiently to imagine what it would be like 
to be a reader in another discipline. Failing 
to do so is an index of the “ignorance of the 
educated.” Many are the persons who share 
the symbol ASHD; but these same persons 
might be surprised to know how many other 
educated people could not take it to mean 
“arteriosclerotic heart disease” on sight. The 
man capable of formulating scientific prob- 
lems in terms of symbolic logic is exercising 
an important skill, but he will be sharing 
his symbols with only a “happy few” until 
he learns how to write plain English. “Tests 
of significance” are important, but it is im- 
perative to learn to say clearly how one gets 
into them and how one gets out of them and 
what they signify. 

Sociologists and psychologists flagrantly 
use nouns as adjectives; but nowns are not 
adjectives. Yet they are employed as such in 


6. Jean Piaget, Language and Thought of the 
Child (New York: Harcourt, Brace, and Company, 
1928), pp. 196-197. 


this very issue of the Journal. We hope we 
can overcome this practice. “Tests of signifi- 
cance,” for example, should not be called 
“significance tests.” 

The task of getting the Journal ready to 
go out on time is large. This problem is be- 
ing ameliorated by the excellent staff of 
Associate Editors we are fortunate to have 
working together. We have had excellent 
cooperation from all referees. Many have 
responded with good book reviews and ab- 
stracts, but the Editors of Book Reviews and 
of Abstracts still experience some delay in 
rounding up the slower respondents. In spite 
of the difficulty of organizing these impor- 
tant departments, the Editor in charge of 
each is doing a good job. 

The organization of editorial processes is 
still in progress. We expect to have some 
special editors of special issues, and we hope 
to be able to announce at least one of these 
special issues in the next number. The or- 
ganization we have has brought us to our 
first birthday. We are delighted with the 
current issue’s excellent array of articles. 
Issue by issue, we need the “nose for for- 
tune” and for following new leads of all the 
Princes of Serendip in bringing up the Jour- 
nal; and we hope to become a more exciting 
instance of “serendipity gained” than Ber- 
nard Barber and Renée Fox presented in 
“The Case of the Floppy-Eared Rabbits.’’? 
We think, in the main direction, that we are 
on the right track; but we must assume that 
we need to find new leads and follow them. 
We certainly do not want to be another in- 
stance of “serendipity lost.” As of the pres- 
ent, we are expecting great things of our 
growing Journal at the age of one. 


Austin L. Porterfield 


7. Bernard Barber and Renée C. Fox, “The Case 
of the Floppy-Eared Rabbits: An Instance of Ser- 
endipity Gained and Serendipity Lost,’ The Ameri- 
can Journal of Sociology, 64 (1958), 128,136. 











LETTERS TO THE EDITORS 


Tests of Significance: An Exchange 


December 1, 1960 
To the Editors: 

As she states her argument to the reader 
in her paper on “How Laymen Define IIl- 
ness” (in the Fall issue of the Journal, pp. 
219-225), Dr. Dorrian Apple employs statis- 
tical terminology in a way that is either 
meaningless or implies a precision that her 
research does not have. I am not denying 
value to the type of study she did conduct 
but rather pointing out that the frequent ref- 
erence to tests such as chi square and to 
“P< .05” or “P <.01” is erroneous. 

In a statistical test of inference, the re- 
searcher wishes to determine the validity 
of some hypothesis about a population. He 
draws a random sample of this population 
and measures the characteristics relevant to 
the hypothesis. Statistical manipulations 
now enable him to state the probable errors 
of accepting and rejecting the hypothesis 
about the population. In brief, the function 
of the test is not to describe the sample, 
but to say something reliable about the 
population. 

Dr. Apple has worked with a nonrandom 
sample—itself a questionable point, if sta- 
tistical tests are to be used, but not the 
major issue here. That issue is that we are 
never informed as to what population this 
nonrandom sample is supposed to represent. 
Statistical tests leading to statements about 
“Pp” are performed and, presumably, they 
should refér to some hypothesis about a 
larger population, but this is never made 
explicit. The conclusions are in the form of 
suggestions either about “laymen” in gen- 
eral, or about “middle class Americans.” 
These suggestions do follow from the re- 
search, but to arrive at them we do not re- 
quire the pretense of statistical precision. 

Murray Wax 
University of Miami 
School of Medicine 


Rejoinder 
To the Editors: 
The application of statistical tests (chi- 
8 


square and the sign test) to the data from 
my quota sample was not erroneous. Such 
tests provide a guard against drawing false 
conclusions on the basis of a sample about 
the variables under investigation. In effect, 
they say whether one can expect that the 
conclusions would be replicated in other 
samples from the population, and they can 
perform this function whether or not it is 
actually possible to sample the same popula- 
tion again, and whether or not the research- 
er knows exactly what the population he 
sampled is like. 


Therefore, the conclusions I reached on 
the basis of statistical tests apply to my 
sample and to the population of all similar 
cases. These tests do not guard against bias 
in the sample arising from the sampling 
method, and this has to be discussed as a 
separate issue. 

In regard to Dr. Wax’s question about 
what population my sample was intended to 
represent, I think I made it clear that the 
population I was interested in studying was 
middle class Americans. In my article the 
characteristics of the sample and the method 
by which it was obtained are clearly de- 
scribed. The quota sampling method was de- 
signed to secure approximately equal num- 
bers of men and of women, of those 20 to 
34 and those 35 to 50 years of age, and to 
consist half of white collar workers or their 
wives and half of professionals, executives, 
or owners or their wives. According to the 
1950 Census, these are the approximate pro- 
portions of these categories in the national 
population within these occupational levels 
and this age range. My sample differed from 
this segment of the national population in 
being overeducated and in being restricted 
to residents of the metropolitan Boston area. 
In other words, with the exceptions noted 
about education and residence, my sample 
displayed no unreasonable departures from 
the gross age, sex, and occupational compo- 
sition of the population of middle class work- 
ing adults. 

Dr. Wax’s question about the population 
to which the conclusions from my statistical 
tests apply can perhaps be made clearer if 
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it is restated as: how closely does the popu- 
lation of all similar cases to which the con- 
clusions from my sample apply correspond 
to the population of middle class Americans 
between 20 and 50? 

Well, naturally I would have preferred to 
have had the resources to get a national 
probability sample instead of a Boston quota 
sample, since this would have allowed better 
control over some sources of bias. However, 


since I did not have a national probability 
sample of all middle class Americans, I de- 
liberately used conservative language in dis- 
cussing the conclusions from my sample, and 
that is why I “suggested” conclusions about 
middle class Americans. 


Dorrian Apple Sweetser, Ph.D. 
Boston University 
School of Nursing 


NOTES AND ANNOUNCEMENTS 


EDITORIAL NOTE: The Section on Abstracts will appear again in the Summer issue 
of the Journal. Our heavy commitment to other Departments in this issue caused our de- 
cision to hold the Abstracts over for the next issue; but we are glad to include the follow- 
ing notes and announcements as representing a part of our program of intercommunica- 
tion among disciplines. See also pages 25, 31, 58. 


NATIONAL HEALTH FORUM: “BETTER 
COMMUNICATION FOR BETTER HEALTH” 


On March 14-16, 1961, the National Health Coun- 
cil sponsored a National Health Forum on “Better 
Communication for Better Health” at the Waldorf- 
Astoria Hotel in New York City. The program or- 
ganized for this meeting was a very impressive one, 
as indicated by the subjects considered and the 
speakers assigned to discuss them. 

Approximately 800 authorities representing pub- 
lic health practice, the biomedical sciences, volun- 
tary health agencies, education, the social sciences, 
and communications were brought together by in- 
vitation of the National Health Council to discuss 
critical problems of communication as they affect 
health in three areas—between researchers and 
health practitioners, among health practitioners 
themselves, and between practitioners and the pub- 
lic. 

The meeting represented an interdisciplinary at- 
tempt to solve the problem of the breakdown in 
communication that slows research and results in 
a serious lag between discovery of new medical 
knowledge and its application to private practice 
and public health. Dr. Granville W. Larimore, 
Deputy Commissioner of Health, New York State 
Department of Health, was Chairman of the Forum. 

Perhaps the best way to describe the program is 
to list the major subjects discussed and identify 
the persons who participated in each discussion. 


SUBJECTS AND SPEAKERS 


“COMMUNICATORS LOOK AT THE HEALTH 
FIELD.” Chairman, Howard A. Rusk, Associate 
Editor, The New York Times, and Director of the 


Institute of Physical Medicine and Rehabilitation, 

New York University Medical Center. The speak- 

ers were: 

Robert Farrand, Vice President, the Curtis Pub- 
lishing Company 

Edward Stanley, Manager of Public Service Pro-> 
grams, National Broadcasting Company 


“EXPERIENCES OF NEWSPAPERS AND MAG- 
AZINES WITH HEALTH AGENCIES.” Chair- 
man, Basil O’Conner, President, National Foun- 
dation. The speakers were: 

Roland Berg, Science and Medicine Editor, Look 
Magazine 

Gilbert Cant, Medicine Editor, Time Magazine 

Barbara V. Hertz, Managing Editor, Parents’ 
Magazine 

Earl Ubell, Science Editor, New York Herald 
Tribune 


“SYMPOSIUM ON GOALS OF HEALTH COM- 
MUNICATION.” Chairman, Dr. Granville W. 
Larimore, Chairman of the Forum. The speakers 
were: 

Dr. Leona Baumgartner, Commissioner, New 
York City Department of Health 

Dr. Albert W. Dent, President, Dillard Univer- 
sity, New Orleans 

Dr. Peter Rossi, Director, Opinion Research Cen- 
ter, University of Chicago 


“SUMMARIZING ACTION POTENTIALS.” Pre- 

senting results of the previous day were: 

Dr. Odin W. Anderson, Director of Research, 
Health Information Foundation 

Leo E. Brown, Director of the Communications 
Division, American Medical Association 

J. Stewart Hunter, Chief of the Information 
Service, U. S. Public Health Service 
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C. F. McNeil, Executive Director, Health and 
Welfare Council, Inc., Philadelphia 

Reverend John W. Mole, Secretary, Canadian 
Institute of Communication 

James G. Stone, Executive Secretary, National 
Tuberculosis Association 

Dr. Cornelius H. Traeger, Editor, Medical Radio 
System, Radio Corporation of America 


“HEALTH PAMPHLETS... WHAT THEY DO.” 
Chairman, Alexander Crosby, Author, Quaker- 
town, Pa. The discussants were: 

Dorothy Barclay, Family Life Editor, the New 
York Times 
Dr. Godfrey M. Hochbaum, Chief of the Behav- 


ioral Studies Section, Research and Develop- 


ment Branch, U. S. Public Health Service 

David Klein, Director of the Division of Publica- 
tions, . . . Association for the Aid of Crippled 
Children 


“COMMUNICATION AMONG HEALTH SCIEN- 
TISTS.” The speakers were: 
Scott Adams, Deputy Director, National Library 


of Medicine 

Dr. Burton W. Adkinson, Head, Office of Science 
Information Service, National Science Founda- 
tion 

Dr. Maurice Visscher, Head, Department of Physi- 
ology, University of Minnesota 

Dr. Frederick Y. Wiselogle, Associate Director 
of Chemical Research, E. R. Squibb and Sons, 
and President, New York Academy of Sciences 


“INTERDISCIPLINARY UNDERSTANDING FOR 
BETTER PATIENT CARE.” The discussants 
were: 

Michael M. Dasco, Director and Associate Pro- 
fessor, Department of Physical Medicine and 
Rehabilitation, Goldwater Memorial Hospital, 
New York 

Bernice Dahlin, Supervisor of Public Health Nurs- 
ing, Community Service Society, New York 

Dr. Jacob L. Halberstam, Clinical Psychologist, 
Goldwater Memorial Hospital. 

Dr. George James, First Deputy Commissioner, 
New York City Department of Health 

Dr. Alexander W. Kruger, Medical Supervisor, 
New York City Department of Hospitals 

Dr. Elizabeth Munves, New York University 
School of Home Economics 

Dr. Peter Rogatz, Director, Montefiore Hospital, 
New York 

Dr. Kurt Reichert, Director, Office of Public 
Health Social Work, New York State Depart- 
ment of Health 

Dr. Raymond P. Sloan, Associate Professor, Co- 
lumbia University School of Public Health and 
Administrative Medicine 


“THE SCHOOL AND HEALTH COMMUNICA- 
TION.” Chairman, Dr. Ernest B. Howard, As- 
sistant Executive Vice President, American Medi- 


cal Association. The speakers were: 
Dr. Marian V. Hamburg, School Health Consult- 
“ant, American Heart Association 

Dr. Maurice Hamburg, Principal, Fulton High 
School, Hempstead, New York 

Dr. H. F. Kilander, Professor of Health Educa- 
tion, New York University School of Educa- 
tion 

Austin Snyder, Superintendent of Schools, Sayre, 
Pennsylvania 


“INTER-AGENCY COMMUNICATION.” The 
speakers were: 
Rome A. Betts, Executive Director, American 
Heart Association 


Dr. Ruth B, Freeman 


Leonard W. Mayo, Executive Director, Associa- 
tion for the Aid of Crippled Children 

Dr. John D. Porterfield, Deputy Surgeon General, 
U. S. Public Health Service 

Dr. George Rabinoff, Asociation Director, Na- 
tional Social Welfare Assembly 


“SOME RECENT EXAMPLES OF MASS 


HEALTH COMMUNICATION, ANALYSIS AND 
CRITIQUE.” The speakers were: 


Barbara Benham, Director of Public Relations, 
New York League for the Hard of Hearing 
Harry Milt, Director of Public Relations, Na- 
tional Association for Mental Health 

John Murray, Public Relations Associate, Na- 
tional Tuberculosis Association 

Dr. Irving S. Shapiro, Director, Health Educa- 
tion Division, Health Insurance Plan 


“COMMUNICATION WITH THE PERSON SEEK- 

ING HELP.” The speakers were: 

Dr. Mayhew Derryberry, Chief, Public Health 
Education Services, U. S. Public Health Service 

Claudia Galiher, Executive Secretary, Montgom- 
ery County Tuberculosis and Heart Association 

Dr. Roland Radloff, Research Psychologist, Divi- 
sion of General Health Service, U. S. Public 
Health Service 

Dr. Mathew Ross, Medical Director, American 
Psychiatric Association 


“TEACHING PRINCIPLES AND TECHNIQUES 
OF COMMUNICATION TO THE HEALTH 
PRACTITIONER.” The speakers were: 

Dr. Rudolph H. Friedrich, Professor of Oral Sur- 
gery, Columbia University College of Physicians 
and Surgeons 

Betty B. Jones, Assistant Professor of Nursing, 
Columbia University College of Physicians and 
Surgeons 

Dr. Aims C. McGuiness, Executive Secretary, 
Committee for Medical Education, New York 
Academy of Medicine 

Dr. George G. Reader, Professor of Medicine, The 
New York Hospital—Cornell Medical Center 

Doris Schwarts, Cornell University 


(Continued on Page 80) 
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Henry E. Sigerist on the Sociology of Medi- 
cine. Edited by Milton I. Roemer. New York: 
M. D. Publications, Inc., 1960. 397 pp. $6.75. 
Henry E. Sigerist on the History of Medi- 
cine. Edited by Felix Marti-Ibanez. New 
York: M. D. Publications, Inc., 1960. 313 
pp. $6.75; The two volume set, $10.00. 


An important gap is filled by the timely 
appearance of these two volumes. 
As Dr. George Rosen has put the problem, 


“Historical sociology as a field has not re- 
ceived as much attention as it deserves... . 
In general, this has meant that historical 
erudition has become rather rudimentary 
among professional sociologists. At the same 
time, historians in general and medical his- 


torians in particular have equally small 


knowledge of social science, particularly in 
terms of the advances of the past two dec- 
ades. A rapprochement is clearly indicated.” 
Others have arrived at a similar diagnosis, 
emphasizing inadequate attention by medical 
sociologists to the social organization of 
health services. The prescription? Adequate 
doses of Henry Sigerist’s writings, a rem- 
edy advised by this reviewer. 

It would be hard to find a more palatable 
nutritional supplement for this academic de- 
ficiency disease than these two volumes. 

Dr. Sigerist was perhaps the greatest of 
medical historians during his lifetime, and 
he pioneered also in the sphere of medical 
sociology. He developed sociological history 
and historical sociology as applied to medi- 
cine in a large body of writings, and his 
work has been carried on by many students. 

His life’s goal was an eight-volume History 
of Medicine and a four-volume Sociology of 
Medicine. He did not achieve these goals, as 
such, but he set great progress under way 
in these spheres. 

These two volumes include reprints of 
many Sigerist articles previously only avail- 
able with great difficulty. They also con- 
tain several important hitherto unpublished 
writings; eg., a 44-page “Introduction to 
the Economics of Medicine” and an eight 
page “Report on India.” The volumes are 
carefully edited, with introductions by two 
great figures in contemporary medicine: 





Professor James M. Mackintosh and Dr. 
John Fulton (himself recently deceased). 
The first gem in the volume on the. . . So- 
ciology of Medicine is an English translation 
of “The Special Position of the Sick,” writ- 
ten in 1929, soon after Dr. Sigerist had 
succeeded Dr. Karl Sudhoff as Director of . 
the Institute of the History of Medicine at 
the University of Leipzig, Germany. He left 


soon after, partly because of what Dr. Wil- 


liam Welch could offer in Baltimore, partly 


because of enthusiasm over what American 
medicine could offer, and equally because of 
what Hitler had already begun to destroy in 
1931. This article is a precursor of his “So- 
cial Factors in Medicine,” an early, well- 


rounded review of the social determination 


of man’s health and of medical services, 
stressing the general culture and its deep 
influences on medicine. 

The depression and World War II provide 
specific coloration for other articles. It should 
also be noted that Sigerist did not consider 
the term “socialized medicine” to be pro- 
fanity. His widely known studies and opin- 
ions about Soviet medicine are represented, 
as are his important “From Bismarck to 
Beveridge: Developments and Trends in So- 
cial Security Legislation,” and his hard-hit- 
ting piece, “A Physician’s Impression of 
South Africa.” Also included are papers 
which give helpful insights into medical li- 
censure, the hospital, dentistry, medical so- 
cieties, international health and medical edu- 
cation. The volume is thin, however, in rep- 
resentation of his writings on medical edu- 
cation, primarily because a number were 
previously collected in his book, The Uni- 
versity at the Crossroads. 


The volume on the...History of Medicine 
can be read as pure delight. “American 
Truffles: A Thanksgiving Fantasia,” “An 
Elizabethan Poet’s Contribution to Public 
Health: Sir John Harrington and the Water 
Closet,” “A Literary Controversy over Tea 
in Eighteenth Century England,” and “The 
Spelling of Proper Names or the Importance 
of Being Ernest’ provide relaxing enjoy- 
ment. 

But among the more serious prizes in the 
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history volume are: “William Harvey’s Po- 
sition in the History of European Thought” 
(Dr. Sigerist’s brilliant and influential inter- 
pretation of Harvey as a representative of 
the baroque culture and a demonstration of 
the value of his method of sociological his- 
tory), “The Social History of Medicine,” 
“Philosophy of Hygiene,” “Historical Back- 
ground of Industrial and Occupational Dis- 
eases,” and “On Impotence” and other impor- 
tant articles. 

Once one has opened these volumes he 
runs the risk of becoming a Sigerist addict, 
but if he does become one he will be in good 
company. Some well-known and provocative 
statements greet the reader: e.g., “technol- 
ogy has outrun sociology;”’ “medicine is a 
social science;” “the barriers between pre- 
ventive and curative medicine must be brok- 
en down;” “the hospital will extend its 
functions until they include prevention and 
grow to be veritable centers for the preser- 
vation and restoration of the health of the 
community ;” “the best way to make full use 
of the present technology of medicine is to 
organize groups, teams that will practice in 
health centers ;” and “health cannot be forced 
upon the people. They must want it and be 
prepared to take an active part in its ad- 
ministration.” 

Such ideas might not make the status quo 
more popular to the reader or him to it. But 
they can give more direction to his research, 
and certainly a greater realization of its 
place in history and in society. This reviewer 
has not only found these things true, but has 
found some of Dr. Sigerist’s ideas indispens- 
able guideposts for living. 

| Leslie A. Falk, M.D. 
University of Pittsburgh 
School of Public Health 


Community Resources in Mental Health by 
Reginald Robinson, David F. deMarche, and 
Mildred K. Wagle. New York: Basic Books, 
Inc., 1960. xxvi, 435 pp. $8.50. 


This is fifth in the ten volume series which 
will report on the findings of the Joint Com- 
mission on Mental Illness and Mental Health. 
The four prior volumes in the series defined 
various facets of the national mental health 
problem. Volume five builds on this earlier 


work, adding information about the nature 
of the problem; however, it is principally an 
inventory and assessment of community serv- 
ices for “positive mental health.” 

Many community agencies and organiza- 
tions, other than the psychiatric professions 
and agencies, are seen as contributing to the 
care of the mentally ill and to the promotion 
of positive mental health. The range is indi- 
cated by the subjects of twelve of the sixteen 
chapters of the book: public health services, 
public welfare—insurance, public welfare— 
assistance, child welfare, court services, 
schools, recreation and group work, mental 
health clinics, planning, coordinating and fi- 
nancing agencies, and other community 
agencies. The. research team attempted to 
“examine each community resource with re- 
spect to its significance for mental health 
(and) to acquire an understanding of the 
whole pattern of resources in any given set- 
ting, the interrelationship and division of 
functions among them, and the effect of their 
combined efforts in behalf of mental health” 
(p. 4). 

As a first step in assessment, the research 
team assembled such data concerning agen- 
cies and organizations in the 3103 counties 
of the United States as the presence or ab- 
sence of full-time local public health units, 
of juvenile probation services, of specialized 
school personnel, or of public and private 
group work agencies. Such indices of the ade- 
quacy of county resources were computed 
as the ratio of public health nurses to popu- 
lation, general assistance expenditures to 
population, or the availability of “mental 
health resources” to population size and den- 
sity. 

To complement the quantitative data, field 
studies were completed in fifteen counties, 
believed to be “typical” of all geographic 
regions of the nation. The largest county in 
which a field study was conducted numbered 
437,200 persons, the larger counties having 
been excluded because “considerable infor- 
mation was already available’ about their 
mental health services (p. 10). Personal in- 
terviews were conducted in counties studied 
with from fifty to one hundred agency exec- 
utives, professional workers and community 
leaders. These interviews were designed to 
elicit information about one of three areas: 
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(1) the extent to which social and economic 
characteristics of the community might be 
affecting the mental health of the popula- 
tion; (2) the ways in which community re- 
sources, other than those specifically directed 
toward mental health, play a significant part 
in promoting mental health by discharging 
their regular functions; and (3) the chan- 
nels through which troubled people are dis- 
covered and referred to sources of help, the 
quantity and quality of help given, and 
strengths and weaknesses in the existing 
pattern of community services. 

The major findings of this monograph are 
like earlier ones. The researchers found 
that the resources for helping people with 
emotional and behavior disorders are often 
too few and too poorly equipped to do the job 
expected of them. The authors believe that 
a configuration of health and welfare re- 
sources are necessary to promoting good 
mental health, including adequate provisions 
for social security, child welfare, recreation 
and group work. Many counties fail to pro- 
mote these positive mental health services. 
For example, over a quarter of the nation’s 
counties lacked a full-time local health unit 
in 1956 and a fifth had no public health 
nurse, yet it was found that public health 
workers exert effective leadership in mental 
health programs. It is reported that general 
welfare assistance was not provided in six- 
teen states, containing nearly half of the na- 
tion’s counties. The treatment of nonresi- 
dents and transients in all but one of the 
fifteen counties studied was discovered to be 
“primitive and calculated to damage instead 
of help them.” Thirty-seven per cent of the 
nation’s counties had no child welfare serv- 
ices of any sort. Over two-thirds of the coun- 
ties lacked public recreation programs. The 
psychiatric and psychological services avail- 
able to child welfare agencies in the fifteen 
survey counties were “negligible.” Less than 
a fourth of the counties in the nation had 
mental health clinics. Only nine per cent of 
the counties were found to have family case- 
work resources. A similar deficiency in serv- 
ices by courses and schools was found in 
many counties. 

Dr. Robinson and his associates make two 
major recommendations and conclusions. 
First, the variety of community settings is 


stressed: some places seem to produce more 
of one kind of mental disorder than another, 
and the capacity of the community to act in 
organizing resources is believed to be af- 
fected by social and economic circumstances. 
Hence, the authors stress that local programs 
must specifically take into account the cul- 
tural configurations and patterns of organi- 
zation of the community if an optimal thera- 
peutic environment is to be achieved. 
Second, the very lively local interest in 
mental health found in most of the counties 
visited by the research team should be cap- 
italized on by establishing state-financed 
consultant programs. These programs should 
be sensitive to local resources and needs and 
should draw on and develop local experts. 
These two recommendations should fur- 
ther be advanced through continued efforts 
to recruit and train mental health manpower 
through professional schools and among so- 
cial agency personnel already on the job. 
To be effective, this must be accompanied by 
more and better research and experimenta- 
tion in the field of community mental health. 
This volume is a welcome addition to 
knowledge about social service organization 
in the United States. At present there is no 
other national survey of comparable scope. 
Some readers may disagree with its broad 
definition of community mental health re- 
sources, since they include practically all 
formally organized health and social services 
of the community. Some may question the 
weighting procedures used by the authors in 
the computation of a “Community Mental 
Health Resources Score” to rate the supply 
of such resources in the target counties. For 
example, equal weights in the index are given 
to the presence of a county-wide united fund 
with permanent staff, to the presence of a 
psychiatric clinic, to the existence of child 
welfare services, and to the presence of a 
general hospital with psychiatric beds. 
Others may wish that the sample of coun- 
ties had included some with populations of 
more than 500,000. About a third of the per- 
sons in the United States lived in such coun- 
ties at the time of this survey. Lacking this 
representative sample, care must be taken to 
generalize the results of the survey only to 
smaller counties of the United States. This 
reviewer believes that the sampling design 
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of the study would have been strengthened 
if counties had been selected to investigate 
problems or patterns of service uncovered 
by the statistical analysis of all counties, 
rather than because of an expert judgment 
that they were “typical” of a geographic 
region. 

The authors have been generous in draw- 
ing many inferences from the empirical sur- 
vey. This is both a strength and a weakness. 
To cite but one of many possible examples, 
the authors state that the number of refer- 
rals made by one community agency to an- 
other is “one index of the concern and sen- 
sitivity of the professional staff for the per- 
son in trouble” (p. 227). Others may call 
this “buck passing.” 

In all, the book is clearly written, with 
an admirable “Staff Review” by Dr. Jack R. 
Ewalt, Director of the Commission. There 
are many suggestions for future research 
and for the upgrading of services. 

L. K. Northwood 
University of Washington 


The Mother-Child Interaction. in Psychoso- 
matic Disorders. By Ann Garner and Charles 
Wenar. Urbana: University of Illinois Press, 
1959. 290 pp. $6.00. 


This book reports on an exciting effort to 
test the basic hypothesis that proneness or 
susceptibility to psychosomatic illness in 
children develops during the first year of 
life. It is suggested that children who do not 
experience “motherliness” during this period 
are likely to develop psychosomatic symp- 
toms. 

Roy Grinker’s theoretical framework is 
used for this empirical study. During the 
first year of a child’s life, general somatic 
responses are being laid down, and the in- 
fant moves from a relatively unorganized 
to a smoothly functioning organism, with 
regular patterns of sleeping, waking, body 
movements, breathing, et cetera. Normally, 
the mother, through her interaction with the 
child, provides an environmental situation 
conducive to the child’s achieving this physi- 
ological integration. If her assistance is not 
forthcoming, the child’s developing ego has 
to take over the whole burden of achieving 
somatic unity. As a consequence, it may not 


have the energy to deal adequately with ex- 
ternal realities. This means that such a child 
will be more vulnerable to psychological and 
physiological breakdown under stress. Since 
the newborn at birth manifests global reac- 
tions to all stress, the tendency under these 
conditions is to return to this infantile state. 
Thus, the psychosomatic state of the child 
may conceivably be analogous to the early 
visceral state of global responsiveness. 

The major contribution of this monograph 
is to focus on the importance of the con- 
struct “‘motherliness” in child rearing prac- 
tice. ““Motherliness” is assumed to denote a 
mother’s capacity to assist her newborn to 
develop integrated patterns of somatic re- 
sponse and is defined as “maternal gratifi- 
cation of the infant’s needs for body care and 
pleasurable stimulation in ways that also 
provide the mother herself with satisfac- 
tion.” 

The basic hypothesis is that mothers of 
children who have psychosomatic disorders 
do not display motherliness. Three groups 
were used to test this hypothesis: sixteen 
children who were defined as having a psy- 
chosomatic illness, fourteen who were diag- 
nosed as neurotic, and fifteen who were vic- 
tims of long-term diseases of non-psychologi- 
cal etiology. A variety of psychiatric, psycho- 
logical, observational, and interview tech- 
niques were used in studying these three 
groups of children and their mothers. One 
half of the volume is devoted to a discussion 
of methodology, and much of it describes 
original and creative development of tech- 
niques and instruments by the authors and 
their associates. 

The basic hypothesis is substantiated. 
Mothers of children having psychosomatic 
illnesses are viewed as being ambitious, as 
having high expectations of their children 
before they were born, as tending to find 
infant care unrewarding or disagreeable, 
and as entangled in a mutually frustrating 
relationship with their infants, with whom 
they were highly involved emotionally. Moth- 
ers of neurotic children, on the other hand, 
appear to be relatively free in their approach 
to child rearing both before and after the 
birth of the child, but tend to develop nega- 
tive relationships, and consequently erect 
protective defenses which create social dis- 








BOOK REVIEWS 75 


tance between mother and child. Mothers of 


children in the nonpsychologically derived ill- . 


ness category appear to have the most re- 
laxed and positive relationships with their 
children. These mothers tend to approximate 
the ideal parent-child relationship described 
by the authors. In these relationships there 
are expectations of love, protection, sharing, 
and a minimum of hostility, anger, and mu- 
tually frustrating behavior. It is interesting 
that while mothers of the somatic illness 
group approach the ideal, their children ex- 
press fantasies that indicate a terrifying 
image of the destructive power of their 
mothers. 

Several questions can be raised about the 
efficacy of the research design for testing 
the basic hypothesis. The authors are aware 
of the limitations of their design and discuss 
this in the chapter on “Population and Pro- 
cedure.”’ Awareness does not excuse faulty 
design. The authors chose a group of chil- 
dren with a ““Non-Psychomatic Illness.” The 
assumption is that this type of illness is 
devoid of emotional overtones or at least that 
the emotional factor is relatively unimpor- 
tant in its etiology. A further assumption 
is that these diseases occurred at random, 
without regard to the mother-child relation- 
ship. Therefore, the stress resulting from the 
illness might cause psychological difficulties 
but should have little or no relationship to 
the beginning of the illness. These are, of 
course, unsubstantiated assumptions. One is 
forced to ask why the authors did not use a 
“normal” random sample of mothers and 
children where there was no illness involved, 
controlling for age, sex, race and other vari- 
ables. It is recognized that normals are diffi- 
cult to follow and more costly in a research 
budget. However, when a normal group is 
used as a control, it becomes possible to de- 
termine whether the data obtained are due 
to the lack or presence of motherliness or 
due to certain attributes and conditions as- 
sociated with characteristics of the already 
ill sample. If test scores and judges ratings 
and other measurements were similarly dis- 
tributed among the normal group as among 
neurotic or psychosomatic or nonpsychologi- 
cally ill groups, what would be the likely con- 
clusions? Would a normal control approach 
the ideal even more closely than the “non- 


psychological’”’ sample reported by the au- 
thors? 

Another methodological concern is retro- 
spective recall. The age-range of children in 
the study was six to twelve years; and the 
children in the psychosomatic and illness 
groups had had their disability anywhere 
from six months to nine years. In interview 
research it is difficult to obtain reliable re- 
call from respondents on matters such as job 
changes, change in residence, or names of 
relatives. It would be equally difficult for 
mothers to report how they felt about their 
expectant child while pregnant and their 
subsequent reactions after childbirth. When 
nonfactual data are obtained retrospectively 
the pattern of response has been influenced 
by the individual’s experiences, his percep- 
tion of these experiences, and events after 
the recall period. The type of problem in 
this study lends itself more to prospective 
than retrospective investigation. 

Related to retrospective recall is the prob- 
lem of bias in the investigator. In obtaining 
the data, were the technicians familiar with 
the particular mental or physical condition 
of the individual they were interviewing, or 
were they interviewing “‘blind’’? Bias is often 
reported in pharmaceutical research on the 
efficacy of a drug when the technician knows 
which medicine is the drug and which is 
placebo. The investigator armed with this 
knowledge “communicates” an attitude to the 
subject being studied. Furthermore his con- 
cern for the substantiation of his hypothesis 
may lead to nonscientific observations. For 
these reasons the “blind” technique is intro- 
duced. There is no indication from the au- 
thors of this work that a similar method was 
employed to control observer bias. This be- 
comes very important in view of their com- 
mitment to a particular theoretical system. 

Another concern is the lack of discussion 
concerning the role of the father in the 
family. This reviewer looks upon the family 
as a group of interacting personalities and 
would emphasize the increasing importance 
of child rearing roles played by family mem- 
bers other than the mother. For example, re- 
search is now accumulating on the “working 
wife” and its effect upon role assignments 
and performance within the family. Better 
stated, role reassignment is taking place and 
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the concept of motherliness may have to be 
enlarged to take in fatherliness. Thus the 
authors give only part of the picture of be- 
havior associated with the etiology and 
course of psychosomatic disease in children. 
Such factors as the father’s role, sibling riv- 
alry, or intergenerational family involvement 
are not considered. 

These criticisms reflect a sociologist’s view 
of adequate design and theory. They should 
not blur the recognition of the substantial 
contributions made by this volume to our 
knowledge of the etiology of psychosomatic 
disorders in children. 

Marvin B. Sussman 
Western Reserve University 


An Interdisciplinary Approach to Accident 
Patterns in Children. By Irwin M. Marcus, 
Irvin Kraft, Fred Southerland, Wilma Wil- 
son, Delmar Swander, and Edith Schulhofer. 
Monographs of the Society for Research in 
Child Development, No. 76. Lafayette, Indi- 
ana: Child Development Publications, 1960. 
79 pp. $2.50. 


This monograph is a useful, although 
somewhat limited, addition to the research 
literature on childhood accidents. The mono- 
graph includes a review of the literature on 
child accidents as well as the clinical-type 
study. Three groups of children, aged six to 
ten, were included in the study. The sub- 
jects were twenty-three children who “. . 
had suffered at least three major accidents, 
the last of which had occurred within six 
months of the date of participation in this 
study.” A “major accident” was defined as 
an injury which required medical attention 
more than one time or which resulted in hos- 
pitalization for a period of twenty-four hours 
or more. 

Two additional groups of children were 
included in the study as controls. One group 
of symptom-free children was drawn from 
volunteers in the New Orleans public schools. 
These twenty-two were children who had not 
had more than one major injury and were 
not known as having behavior problems suf- 
ficient to cause referral for psychological or 
psychiatric evaluation. 

A second control group was composed of 
twenty-three enuretic children who had not 


suffered more than one major accident. This 
group was included because the authors 
wished to determine not only whether the 
accident-repeating child differed from the 
normal, but also to find out whether he 
showed characteristics which might set him 
apart from other commonly seen clinical 
problems. An attempt was made to obtain 
data on family functioning by interviewing 
the parents, but this was not wholly success- 
ful. 

The investigation was conducted over a 
period of four years by psychiatrists, psy- 
chologists, and social workers who utilized 
unstructured interviews and who adminis- 
tered tests, some standardized and others de- 
signed specifically for this study. Their re- 
sults show that the accident-prone child dif- 
fered from others studied in the following 
ways: he (1) appeared to be more like the 
enuretic than the symptom-free children in 
the incidence of adjustment difficulties, (2) 
was more physically active, perhaps a clue 
to greater exposure to accident-risk behavior, 
and (3) participated in fewer activities in- 
volving the family as a whole. 

The investigators view accidents as a 
symptomatic response to emotional disturb- 
ance; as “a stimulus which under other cir- 
cumstances might evoke a different re- 
sponse.” Their findings do not support the 
theory that accident-prone behavior is “un- 
conscious suicide,” or “hostility turned in- 
ward and generated by revolt against inhib- 
iting authoritative or punitive parents.” 
They propose a theory encompassing consti- 
tutional, psychological, and intrafamily fac- 
tors. The authors agree that the relatively 
small group of persons who suffer most of 
the accidents is a changing group, with new 
individuals coming in as others leave. This 
study might help to lay at rest the concept 
of “accident proneness;” almost any normal 
individual may become temporarily “accident 
prone” under emotional stress. . 

One of the limitations of the study is that 
insufficient attention has been given to so- 
ciological variables; furthermore, there is 
very little information presented with re- 
spect to parental child-rearing attitudes to- 
ward risk-behavior in the child. No informa- 
tion is provided concerning whether the psy- 
chiatrist interview ratings employed at least 
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“one blind,” i.e., whether the psychiatrist 
was uninformed about the classification of 
the subject as an accident, symptom-free con- 
trol, or enuretic. The authors are to be con- 
gratulated for including in the appendices 
the various psychological tests and interview 
forms. Unfortunately, some important epi- 
demiological accident studies are omitted 
from the review of the literature. Finally, 
the study is limited as a consequence of the 
relatively small number of cases investigated. 
The results, however, are suggestive for test- 
ing hypotheses in large-scale population 
studies where ethnic, social class, and other 
variations may be observed. 

Leo G. Reeder 
University of California, Los Angeles 


The Anatomy of Psychotherapy: Systems of 
Communication and Expectation. By Henry 
L. Lennard and Arnold Bernstein, with Erd- 
man B. Palmore and Helen C. Hendin. New 
York: Columbia University Press, 1960. xii, 
209 pp. $6.00. 


If one were asked to formulate a design 
for a series of research studies of patient- 
therapist interaction in individual or group 
therapy, the following program might be 
suggested. The studies should be based on 
general social science theories and should at- 
tempt to test the ability of such theories to 
explain interaction processes in psychother- 
apy not explained by dynamic psychological 
theories. Systematic observation should util- 
ize objective, reliable indicators constructed 
to measure theoretically relevant variables. 

Information concerning the individual pa- 
tients should be obtained by independent 
methods; for example, interviews of patients 
by persons other than the therapist or ques- 
tionnaires administered outside the thera- 
pist’s office. Information concerning the 
therapist, his orientation and role expecta- 
tions, should also be obtained. 

Large numbers of psychotherapeutic 
groups or relationships, involving patients 
with varying symptoms, should be studied, 
and therapists should be selected to represent 
different schools of psychiatric thought. 
Such studies should be conducted over long 
periods of time, including first and terminal 
sessions. They should attempt to assess regu- 


larities, within and between individual ses- 
sions, for the same and for different thera- 
pists, and for the same and for different 
stages in the course of therapy. 

Attempts should be made to validate the 
overt behavioral changes reported by the 
patient and to relate these in turn to the 
therapist’s interpretation of presumed under- 
lying dynamic changes, validated by indepen- 
dent observers. 

As research results accumulate, hypotheses 
should be successively revised with continual 
attention paid to the development of a set of 
consistent and interdependent propositions 
which can be stated in testable form. The 
theories developed should provide a link be- 
tween psychological theories of personality 
dynamics and general social science theories 
involving group or social system variables. 

These proposed aims could not be accom- 
plished by any single research project, no 
matter how carefully conceived and exe- 
cuted. To obtain large numbers of psycho- 
therapies requires considerably more time 
than most researchers have available. The 
development and testing of hypotheses re- 
quires independent sets of data; reliable 
measurements are developed and refined 
with application; and theory requires re- 
focusing and retesting. However, this study 
represents an excellent, systematic attempt 
to accomplish such aims. It is perhaps as 
successful as any one project can be at this 
stage of research on psychotherapy. 

The authors—a social psychologist, a psy- 
chologist, a sociologist and a practicing psy- 
choanalyst—undertook to analyze some 120 
sessions (out of 500 recorded) involving 4 
therapists with 2 patients each, meeting over 
a period of eight months. They developed 
several sets of meaningful and reliable cate- 
gories and also utilized category systems al- 
ready devised, e. g., Bales’ Interaction Proc- 
ess Analysis, thereby classifying interaction 
along several dimensions. These categories 
were related to theoretical conceptions of 
social systems, the process of interaction, 
and exchange of information. Patients and 
therapists also responded to questionnaires 
and interviews. 

Temporal changes in the pattern of ther- 
apy were analyzed. Sample findings are: in 
terms of Bales’ categories, the number of 
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acts of orientation by the therapist decrease 
and evaluate acts increase over sessions; 
references to therapist-patient roles in ther- 
apy and to purposes, goals and achievements 
of therapy (“primary system references”) 
decrease over sessions; communication about 
affect increases; and the therapist’s interac- 
tion rate decreases. 

The analysis of equilibrium processes 
within sessions reveals that interaction 
“norms” for particular therapist-patient 
pairs become established, after which little 
variation occurs; between sessions, thera- 
pist output may vary as an apparent func- 
tion of the therapist’s own activity level in 
the preceding session. Indicators of system 
strain and attempts to reduce strain are de- 
scribed. Indices which are devised to describe 
“active” and “less active” therapists are also 
related to patient satisfaction and the pres- 
ence of symptoms of system strain. For ex- 
ample, the more active therapists have a 
smaller number of broken appointments and 
fewer patient expressions of dissatisfaction 
with the course of therapy. The effect of 
greater activity by the therapist in the area 
of “primary system reference” for the pa- 
tient’s learning of his role and the reduction 
of system strain is discussed. 

Role-expectations as a second subsystem 
in the patient-therapist interaction system 
are first discussed theoretically ; examples of 
statements made expressing the effects of 
dissimilarities in therapist-patient expecta- 
tions on the content of communications fol- 
lows. The therapist’s behavior along the 
dimension of activity is examined to deter- 
mine whether he behaves in a manner con- 
sistent with his stated expectations for his 
own behavior. 

Among the shortcomings of the study is 
the authors’ tendency to be too brief in dis- 
cussions and interpretations, though one is 
tempted to commend their brevity since it 
stands in marked contrast to the usual dis- 
cursive ramblings engaged in by psychi- 
atrists who report on far fewer and less 
systematic observations. Complete tabula- 
tions of their data are not presented in terms 
of raw frequencies but in the form of sum- 
maries and indices. Some references are 
made in the discussion to data that are not 
presented. Figures and tables do not always 


clearly indicate which sessions with which 


. therapists, or which of the therapist’s pa- 


tients were included in the data. However, 
such shortcomings as well as the limitations 
imposed by the small samples of patients, 
therapists and hours of therapy studies are 
more than compensated for by the insightful 
analyses of the data and the systematic re- 
ferral of findings to theory. 

The Anatomy of Psychotherapy is a wel- 
come contribution to the program of research 
outlined above. In addition, it is recom- 
mended reading for practitioners who are 
skeptical concerning the contributions that 
sociologists and social psychologists can 
make to the understanding of psychotherapy. 
It should also be read by sociologists and 
social psychologists who are themselves 
skeptical that such studies can be under- 
taken, executed with precision, and con- 
tribute to general social science theory. 

George Psathas 
Indiana University 


Social Science in Nursing. By Frances Cooke 
Macgregor. New York: Russell Sage Founda- 
tion, 1960. 354 pp. $5.00. 


The Cornell University-New York Hos- 
pital School of Nursing experimented with 
the application of social sciences within its 
nursing curriculum. Professor Macgregor’s 
book is a report of this three-year project, 
which was supported by the Russell Sage 
Foundation. 

The author, who was the social science 
teacher as well as the chief investigator, de- 
veloped the experiment around a fifteen- 
hour course in social science applied to the 
needs of the nursing student. Using this 
course as a basis, close working relationships 
were established by the instructor with stu- 
dents as well as clinical faculty ; and the im- 
plications of social science teaching were car- 
ried into the curriculum not merely through 
these formal hours, but through conferences 
and the use of the social science instructor 
as resource person. 

The first two chapters of the book are de- 
voted to a description of the behavioral sci- 
ences and their place in nursing. The second 
section represents the main body of the re- 
port, including chapters on selected key con- 
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cepts in sociology. It is followed by a con- 
cluding chapter with observations on the 
strategy of cooperation between social sci- 
ences and nursing or other professions in the 
health field. 

This is an important book. The signifi- 
cance of its contribution lies partly in some 
aspects of its content, but mainly in the 
unique role it can play in the growing in- 
volvement of social scientists in the educa- 
tional and research phases of the health 
field. 

The key to the value of this book and the 
cue to its use lies in its approach to the in- 
tended audience. This book has been “pri- 
marily designed and written for nursing edu- 
cators, administrators, practitioners, and 
nursing students” (page 13). 

The nursing educator and anyone in a fair- 
ly sophisticated and advanced position with- 
in any of the health fields is usually not stim- 
ulated to read a textbook in sociology, no 
matter how excellent. Professor Macgreg- 
or’s monograph avoids this label successfully. 
This book is neither textbook nor research 
report, but a mixture of both. It is likely to 
attract and hold its reader. By way of dram- 
atizing the facets of this experiment, the 
author vascillates between description of the 
experiment, coverage of substantive material 
in the social sciences, observations on the so- 
ciology of the hospital and of nursing, and 
programmatic statements about the role of 
sociology and the sociologist in the health 
field. What might appear as a weakness in 
organization and presentation under many 
other circumstances gives Professor Mac- 
gregor’s volume a unique appeal and attrac- 
tiveness. 

When one reads the book for the first 
time, he is attracted by the style and by the 
message it carries. Yet, to the sociologist 
who may be looking for a well-documented, 
carefully worked-out experimental report, 
this book leaves something to be desired. One 
would wish for more thorough assessment of 
the consequences and for more detailed de- 
scription of the experimental approach. One 
would wish for further elaboration of the 
many gems which are strewn throughout 
the book suggesting keen observations by the 
author, but which are not fully developed. 
Selected sociological subject matter on topics 


such as culture, class, authority and values 
is discussed in a serious and an attractive 
way. The presentation has beén enhanced by 
the skillful inclusion of contributions from 
guest lecturers like Margaret: Mead, August 
Hollingshead, and others. Yet, as a whole, 
the coverage of sociological subject matter 
does not represent either theoretically or or- 
ganizationally a coherent body of subject 
matter. 

This book demonstrates that social science 
appears not merely as fancy common sense, 
but as a body of knowledge, concepts, and 
ways of obtaining, organizing, and using in- 
formation. It offers concrete evidence that 
sociology can be used in specific situations 
in the hospital either in the care of patients 
or in the network of institutional relation- 
ships. 

The level of presentation is refreshing 
after much of the diluted, condescending 
writing that has been the drawback of many 
of the textbooks going under the title of so- 
ciology or psychology for nursing. It is a 
good exemplification of the philosophy pre- 
sented by the author: 

“If they were mature enough to perform 
the most intimate services for patients... 
they could also be expected to respond to and 
handle advanced and challenging material in 
their courses” (page 60). 

The project is reported to have been high- 
ly successful. One cannot help wondering 
how a fifteen-hour course can accomplish all 
that is claimed by Professor Macgregor. Yet 
there is evidence that in the course of this 
activity a very meaningful integration of 
the sociologist into the fabric of the school 
of nursing was achieved. 

There are some implications of this book 
which should be assessed with caution. One 
might gain the impression that a course in 
social science can just be added to an on- 
going curriculum. But the meaningful inclu- 
sion of new content matter cannot normally 
be done without full re-examination of the 
over-all curriculum content and organization 
and without the consequences of this change 
being felt throughout the school. 

What Professor Macgregor may have been 
able to accomplish with this short course as 
a basis of operation should not be taken as a 
norm for the amount of social science that 
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is needed in the curriculum of a school of 
nursing. This reviewer feels that consider- 
ably more subject matter is actually needed 
and that it can be usefully and meaningfully 
introduced into the curriculum of collegiate 
as well as of diploma schools of nursing. 

Furthermore, Professor Macgregor states 
that social science when taught in schools of 
nursing should always be presented in an 
applied fashion. While the real intent of this 
statement is obviously sophisticated, confu- 
sion in the field warrants clarification. A 
carefully selected body of fundamental 
knowledge of the social sciences is always a 
prerequisite to the intelligent use of the sub- 
ject matter. The skillful and selectively ap- 
propriate application of this body of knowl- 
edge is essential and requires special curricu- 
lum concern. In this fashion, application 
does not mean dilution, but it means empha- 
sis on synthesis and integration with other 
bodies of knowledge for the purpose of solv- 
ing a specific problem. 

Many of her observations on the health 


scene make one wish that Professor Mac- 


.gregor had done what she claims she could 


not undertake: to write distinct books on 
each of the content facets so happily married 
in the present publication. 

Social Science in Nursing is a must for 
those in nursing who claim interest in the 
improvement of patient care and nursing 
education. This book should be placed on the 
desk of those people who are reluctant to 
accept the contributions of the sociologist. 
Social scientists too will gain new perspec- 
tives and shrewd observations as well as real 
enjoyment from these pages. Even if their 
activities are in areas other than nursing, 
this book should be an aid to all those who 
feel that the body of sociological knowledge 
is not only worthy for the sake of science 
alone, but can make a difference when used 
skillfully by the practicing professions. 


Hans Mauksch 


Presbyterian-St. Luke’s Hospital 
Chicago, Illinois 


SOME BOOK REVIEWS IN THE NEXT ISSUE: Fuller and Thompson, Behavior Genetics; Mii- 
ler and Swanson, Inner Conflict and Defense; Bell and Vogel, A Modern Introduction to the Family; Blood 
and Wolfe, Husbands and Wives; Jackson (ed.), The Etiology of Schizophrenia; Freeman, et al., Family 


Planning, Sterility ... 


; Rainwater and Weinstein, And the Poor Get Children; Cloward and Ohlin, De- 


linquency and Opportunity; Galdston (ed.), Medicine and the Other Disciplines; Tibbitts and Donahue, Aging 
in Today’s Society; and W.H.O., Mental Health Problems of Automation. 


NATIONAL HEALTH FORUM—Continued from Page 70 


“ORGANIZED ACTIVITIES FOR HEALTH COM- 

MUNICATION.” The speakers were: 

William A. Allen, Director, Division of Health 
Education, Philadelphia Department of Health 

Dr. J. C. Allison, Assistant Secretary, Ontario 
Medical Association 

Howard Ennes, Director, Health Education, Equit- 
able Life Assurance Society of the United States 

Dr. Bruno Gebhard, Director, Cleveland Health 
Museum 

Dr. Ross McConnell, Director, The Glaucoma Pro- 
gram, Ophthalmological Foundation 

Irving Rimer, Assistant Vice President, Public 
Information and Education, American Cancer 
Society 


“MOTIVATING HEALTH PROFESSIONALS TO 
OBTAIN NEW KNOWLEDGE.” The speakers 
were: 

Anna Filmore, Executive Director, Visiting Nurse 
Service of New York 

Dr. William R. Patterson, Consultant for Dentis- 
try, Institute for Advancement of Medical Com- 
munication 

Dr. C. H. William Ruhe, Assistant Secretary 
Council of Medical Education and Hospitals, 


American Medical Association 


“COMMUNICATION STRUCTURE AND 
HEALTH COMMUNICATION.” The speakers 
were: 

Dr. Glidden L. Brooks, Brown University 

Ruth Richards, Secretary, Society of Public Health 
Educators 

Dr. Muriel B. Wilbur, Health Consultant, Rhode 
Island Council of Community Services 


“HEALTH COMMUNICATIONS AND SOCIO- 
CULTURAL PATTERNS.” The speaker was: 
Dr. Kurt Lang, Professor, Department of Anthro- 

pology and Sociology, Queens College 


SPEAKERS ON OTHER IMPORTANT SUB- 

JECTS WERE: 

Dr. Richard Orr, Executive Director, Institute for 
the Advancement of Medical Communications, 
speaking on “Channels of Communication Be- 
tween Health Scientists and Health Practition- 
ers.” 

Dr. Bernard Carp, Executive Director, Providence 
Jewish Community Center, speaking on “An- 
nual and Other Agency Meetings.” 
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exercises in foreign language 
laboratory. Left: Practice 
teaching in public schools give 
Education students added 
preparation for teaching career 
Right: Ph.D. program in Physics 
trains needed scientists 
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TCU puts an extra plus in Education 


You may not be aware of this plus, but it is present . . . in many 
ways: there is the plus of small classes which insure the maximum 
instruction for each student; there is the plus of academic quality 
maintained with the approval of the nation’s leading accrediting 
bodies, and supported by high standards as indicated by the 
requirement that all entering students must take the Aptitude Test 
of the College Entrance Examination Board (effective Fall, 1962) ; 
there is the plus of an extensive scholarship and financial aid 
program to meet the needs of each deserving student; there is 
the plus of the Doctor of Philosophy degree programs in several 











areas; there is the plus of research in many fields, prompted and 





supported by private and national concern; there is the plus of 


excellence of faculty and its desire to open new vistas of learning 





for students; there is the plus of a friendly and Christian campus 





where each young person feels that he or she “belongs”; there is 


the plus of an educational envir which encourages the 








development of Christian character and attitudes; there is the 
plus of a fine library and other facilities in new, modern buildings. 





TCU gives to each of its students the plus in higher education. 
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